Exploring the relationship between administrative support and nursing faculty practice. by Robillard, Ruth H.
University of Massachusetts Amherst
ScholarWorks@UMass Amherst
Doctoral Dissertations 1896 - February 2014
1-1-1991
Exploring the relationship between administrative
support and nursing faculty practice.
Ruth H. Robillard
University of Massachusetts Amherst
Follow this and additional works at: https://scholarworks.umass.edu/dissertations_1
This Open Access Dissertation is brought to you for free and open access by ScholarWorks@UMass Amherst. It has been accepted for inclusion in
Doctoral Dissertations 1896 - February 2014 by an authorized administrator of ScholarWorks@UMass Amherst. For more information, please contact
scholarworks@library.umass.edu.
Recommended Citation
Robillard, Ruth H., "Exploring the relationship between administrative support and nursing faculty practice." (1991). Doctoral
Dissertations 1896 - February 2014. 4803.
https://scholarworks.umass.edu/dissertations_1/4803

EXPLORING THE RELATIONSHIP BETWEEN ADMINISTRATIVE 
SUPPORT AND NURSING FACULTY PRACTICE 
A Dissertation Presented 
by 
RUTH H. ROBILLARD 
Submitted to the Graduate School of the 
University of Massachusetts in partial fulfillment 
of the requirements for the degree of 
DOCTOR OF EDUCATION 
September 1991 
School of Education 
(S) Copyright by Ruth Helen Robillard 1991 
All Rights Reserved 
EXPLORING THE RELATIONSHIP BETWEEN ADMINISTRATIVE 
SUPPORT AND NURSING FACULTY PRACTICE 
A Dissertation Presented 
by 
RUTH H. ROBILLARD 
Approved as to style and content by: 
ACKNOWLEDGMENTS 
I wish to express my appreciation and gratitude to the 
many people who were helpful to me in completing this 
dissertation. 
A special thanks is extended to my committee chairman, 
Dr. Philip S. Eddy, for his succinct guidance and timely 
assistance throughout the course of the dissertation. 
For their generous support and encouragement, I am also 
grateful to the members of my committee: Dr. Thomas E. 
Hutchinson, Dr. Brenda E. Millette, and Dr. Susan J. 
Roberts. 
Particular gratitude is given to Dr. Roberts for her 
timely responses and enthusiastic remarks when needed the 
most. 
IV 
ABSTRACT 
EXPLORING THE RELATIONSHIP BETWEEN ADMINISTRATIVE 
SUPPORT AND NURSING FACULTY PRACTICE 
SEPTEMBER 1991 
RUTH H. ROBILLARD, A.S., QUINSIGAMOND COMMUNITY COLLEGE 
B.S., LOWELL STATE 
M.S., BOSTON UNIVERSITY 
Ed.D., UNIVERSITY OF MASSACHUSETTS 
Directed by: Professor Philip S. Eddy 
The purpose of this study was to explore the 
relationship between the level of collegiate administrative 
support and the extent of nursing faculty practice. A 
questionnaire developed using Dicken’s operationalization 
of House’s social support theory, along with additional 
evidence of support from the literature, was mailed to 
administrators of all National League of Nursing accredited 
baccalaureate nursing programs in the United States. 
Three hundred and six completed questionnaires (71%) 
were received by the cutoff date and data from the 
structured questions were analyzed using the Statistical 
Package for the Social Sciences. Written responses were 
recoded into the structured categories or were classified 
and summarized. 
Chi-square analysis revealed that there was a 
significant relationship between nine demographic variables 
and the percentage of faculty in practice. 
v 
Guidelines for practice as evidence of instrumental 
support, was found in only 20% of the programs, but this 
was significantly related to the percentage of faculty in 
practice. Two variables reflecting instrumental support, 
which included team taught courses and release time for 
practice, were the only ones significantly related to 
faculty practice. For all three variables, as the 
availability for that support increased, the percentage of 
faculty in practice increased. 
No appraisal or emotional support variables were 
significantly related to practice. 
More than half of the administrators had direct 
control over flexible teaching schedules and team taught 
courses. All supports were significantly related to the 
administrators ability to control or influence that 
« 
support. Financial constraints was the most frequently 
reported reason for the unavailability of supports. 
Faculty practice was used as a criterion for 
promotion/merit and tenure decisions in the fewest number 
of programs and was the least important criterion in almost 
half of them. More than half of the written comments 
indicated that administrators would like to include 
practice in these decisions and increase its importance. 
All benefits of faculty practice found in the 
literature were reported to be observed by administrators 
and almost all administrators would be encouraged to 
continue or initiate support based on these benefits. 
vi 
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CHAPTER 1 
NATURE AND SCOPE OF THE STUDY 
Introduction and Background 
The nursing profession has always viewed patient care 
as it*s primary objective. From the time of Florence 
Nightingale [1820-1910] to the present, standards of 
practice have consistently been concerned with providing 
quality services for each patient and, as medical 
technology and scientific developments brought about 
changes in the health care system, nurses were called upon 
to expand their level of clinical expertise. 
In 1950, the Committee on the Function of Nursing 
i 
noted that with the "improvements in preoperative and 
operative techniques combined with the use of antibiotics," 
that there was an "increase [in] the number of seriously 
ill patients who [were] hospitalized at any given time," 
and that this situation contributed to the "increased ... 
requirement for nurses who [were] highly skilled in complex 
procedures" [p. 28]. Again, it was noted that "during the 
1970s, increasing sophistication of medical technology and 
growing complexity of health services continuously 
increased the demand for more and better prepared nurses" 
[Committee on Nursing and Nursing Education, 1983, p.3] and 
that as we enter the 1990s, the "demand for these 
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where high-tech professionals is particularly strong ... 
the devastation of AIDS is prevalent" [Reflections t 1990, 
p. 4]. The level of health care technology today is "good 
for the patient and ... good for the nurses because we're 
able to provide better care," but an emphasis is still 
being placed on the fact that, "the machines are useless 
without the skills of a nurse" [Selby, 1990, p. 21]. 
Rozella Schlotfeldt, summarizing the current status of 
nursing, states that we are a "practice profession 
requir[ing] highly able, knowledgeable, sensitive, humane 
and technically competent professionals who are responsible 
for the execution of the gamut of nursing practice" 
[Reflections, 1990, p. 11]. In order to educate 
practitioners who can effectively deliver such care, 
faculty are needed who are capable of providing this 
education with a high level of confidence, credibility, and 
nursing expertise themselves [Fagin, 1985]. 
Faculty Clinical Competence 
While some faculty members feel that supervising 
students in the clinical area is sufficient to maintain 
their level of competence [Collison & Parsons, 1980], the 
demands of the nursing care needed and the limitations 
inherent in the clinical affiliations are rendering their 
beliefs invalid. Sharing her observations of student 
assignments made by the Columbia University School of 
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Nursing faculty prior to the program renewal in 1986, 
Mundinger relates that: 
The realities of establishing clinical experiences for 
students did not allow for either the faculty member 
to be involved in direct patient care or for the 
students to gain practice opportunities with the most 
complex and interesting patients. The normal routine 
was for the clinical faculty member to receive from 
the nursing staff a list of patients who could be 
assigned to students. The faculty member was fortunate 
to gain access to appropriate patients for student 
care, but more often received access only to those 
patients who were deemed "safe" for care by students 
or who were uninteresting or a burden to the regular 
staff. Because of the need to supervise a number of 
students on any given day, and because truly 
challenging opportunities were rarely available for 
faculty to act as role models for students, the 
faculty did not have the necessary direct experiences 
to remain clinically competent at a high level of 
expertise [1988, p. 11]. 
Such occurrences were not unusual. 
Curtis believes that nursing faculty and students are 
merely "visitors" for a few precious hours a week in the 
various health care settings. She goes on to state that 
"More than likely, faculty have little or no responsibility 
for giving direct patient care; often the faculty member 
does not know the patients on the unit and assigns students 
to care for patients about whom she herself has inadequate 
knowledge" [1980, p. 29]. 
Substituting the term "guest" for "visitor", MacPhail 
goes on to elaborate further that: 
The role of "guest," unfortunately, has not encouraged 
[faculty] to seek opportunities to maintain and 
enhance their own clinical expertise or to test 
hypotheses with a view toward advancing nursing 
knowledge and improving practice [1983, p. 640]. 
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Christy, recounting sociologist Harry Martin’s point of 
view, also uses the term "guest". She states that the 
"clinically inexperienced teacher is vulnerable to 
criticism by experienced practitioners" and simply "becomes 
a guest of the hospital and nursing service ... rarely able 
to take action without having to clear [it] with nursing 
service representatives" [1980, p. 497]. Mauksch feels that 
hospital staff view nursing faculty "at best, as guests in 
the clinical setting," but oftentimes as "intruders" [1980, 
p. 23]. It is her opinion that "For the most part they are 
tolerated, their presence considered a necessary evil, 
[based on] an accepted reality that nursing students must 
have experience in clinical settings" [p. 23]. 
It would certainly seem that "the milestones achieved 
in the establishment of nursing education in academic 
settings have resulted in a loss of responsibility and 
accountability of nursing faculty in the service settings" 
and that as a result of "losing touch with the client, 
educators have suffered a loss of credibility and influence 
in promoting quality nursing care" [Chicadonz, Bush, 
Korthuis, & Utz, 1981, p. 548]. MacPhail [1983] maintains 
that faculty members are "often alleged to be not competent 
to practice" [p. 640] by the nursing staff on their 
clinical units, and that their working relationship was not 
as productive as it could have been since they had not been 
able to earn the respect of these staff members. 
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In addition to the perceptions of nursing staff, 
Kramer, Polifroni & Organek have repeatedly observed that 
the students themselves are acutely aware of the lack of 
clinical competence in their faculty, oftentimes perceiving 
them as "••• old and out-of-date or young and inexperienced 
. • ." [1986, p. 292]. They quote one student’s description 
of a clinical instructor in this way: 
She was very smart! She explained the classroom 
theory to me from the doorway. I couldn’t get her to 
come in and look at the little boy with me. I think it 
had been a long time since she had cared for a sick 
child. But she sure knew her theory [p. 292]. 
It seems as though this student was acutely aware of the 
fact that, while this instructor was theoretically 
proficient, she was also clinically weak, almost to the 
point of being afraid. Quoting from another study done by 
Kramer in 1972, these authors state that "Today’s students 
and nurses demand that their models be able to respond to 
the environmental cues of the health care system and 
demonstrate professional nursing practice within that 
system" [p. 292]. 
Additionally, students sometimes perceive the nurses 
on the clinical units as being the "real" nurses while 
their instructors are seen as "unrealistic and idealistic". 
Kuhn explains the students perceptions in this fashion: 
Students watched clinical nurses giving patient care, 
interacting with physicians and other health care 
personnel, and making critical nursing judgments. In 
contrast, they observed their instructors lecturing 
about nursing decisions but not making them, 
demonstrating procedures but never performing them, 
and interacting with nursing staff more as visitors 
than as members of the treatment team [1982, p. 1570]. 
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Given the rather negative impact generated by these 
situations, Panicucci believes that more nursing faculty 
are now recognizing the need to maintain their clinical 
expertise in order to remain effective teachers; but, for 
her it is "Only when the faculty member is able to be fully 
accountable for client management [that there] is an 
opportunity for the faculty to improve and develop nursing 
competency" [1986, pp. 48-49]. Her belief seems to be 
reflective of the thinking of other nursing authorities. 
Millonig, relating to graduate practitioner programs, 
states that "In order for nurse practitioner faculty to 
maintain their competency and proficiency, it [is] 
necessary for them to practice as well as teach" 
[1986, p. 167] while Kramer, Polifroni & Organek, dealing 
with the undergraduate population, contend that "Faculty 
who are not actively and concurrently involved in practice 
cannot and do not model the nurse role [to their students] 
[1986, p. 291]. 
Carter, dealing with nursing education in general, 
shares a similar view stating that "A faculty that fails to 
have an active clinical practice program is seriously 
deficient and fails to adequately prepare students" [1987, 
p. 131] while Durand observes that the majority of 
participants in her dissertation study fully agree with the 
fact that "faculty must know and understand the realities 
of practice to make their teaching and research relevant, 
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and to discover which theories have utility and 
applicability" [1985, p. 39]. 
Thus there seems to be a growing consensus that 
nursing faculty need to become involved in practice 
activities; an urging whose basis can be summed up by 
Algase in the following: 
The call for nursing faculty to practice is not a 
passing fad nor a trendy idea, something to be ignored 
so that it may quickly pass. It is a mature 
recognition of the accountability of the discipline to 
the profession of nursing; it is evidence of an 
understanding of our nature, purpose, and destiny as a 
clinical discipline, a professional discipline, an 
applied discipline" [1986, p. 76]. 
Faculty practice has certainly become an important nursing 
issue for our times. 
Educational Theory 
While the need for nursing faculty to become involved 
in clinical practice seems to be tied to current 
professional issues, there is also a strong educational 
component factoring into its development. John Dewey, a 
noted educator and philosopher, believed that "there is an 
intimate and necessary relation between the processes of 
actual experience and education" [1938, p. 20], and since 
his philosophy basically relates to pedagogical areas, 
there are some very distinct applications that can be made 
to nursing education. 
7 
Since "nursing is a practice profession that places 
great value on those who excel as providers of direct care" 
[Parsons & Felton, 1987, p. 123], students must be able to 
take the theoretical content that is learned in the 
classroom and use it to effectively develop their own 
practice skills. Based on the simple belief of Florence 
Nightingale herself that "Theory without practice is 
ruinous to nurses" [quoted in Isler, 1981, p. 184], 
students must be provided with the best "hands-on" 
experiences possible in order to enable them to make this 
transition. 
While Dewey [1916] maintained that "An ounce of 
experience is better than a ton of theory simply because it 
is only in experience that any theory has vital and 
verifiable significance" [p. 151], his latter writings 
[1938] state that "The belief that all genuine education 
comes about through experience does not mean that all 
experiences are genuinely or equally educative [p. 25]. 
Elaborating on this point, Dewey explains that "Any 
experience is mis-educative [if it] has the effect of 
arresting or distorting the growth of further experience" 
[p. 25]. It would certainly seem that in clinical 
situations where nursing students were "... being caught 
frequently in a covert guerilla warfare between nursing 
staff and nursing faculty" and were being "... viewed as 
invaders and disrupters of care or, at best, tolerated with 
social politeness" [Christman, 1979, p. 8], that the 
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students were facing a "mis-educative" experience. The 
rather sad outcome of this is that some generic students 
"do not seem [to be] aware of the clinical opportunities 
available for nurses with higher degrees" and "perceive 
little if any need to enter graduate study" [Christman, 
1979, p. 9]. 
To Dewey, it was the instructor who had to assume 
responsibility for these educational situations. He felt 
that "The immediate and direct concern of an educator is 
... with the situations in which the interaction takes 
place" and that: 
It includes what is done by the educator and the way 
it is done, not only words spoken but the tone of 
voice in which they are spoken. It includes equipment, 
books, [and] apparatus.... It includes the materials 
with which an individual interacts, and, most 
important of all, the total social set-up of the 
situations in which a person is engaged" [1938, 
p. 45]. 
But since the "clinically inexperienced teacher is not part 
of nursing service, the faculty member has no authority to 
direct and control the situations in which her students are 
obtaining their most vital professional experience" 
[Christy, 1980, p. 495]. Such faculty find themselves 
powerless in these situations and, therefore, unable to 
meet this educative directive. Faculty with clinical 
practice, on the other hand, are "perceived as having 
social power within the system, of being able to respond 
appropriately, and of being able to make changes within the 
system" [Kramer, Polifroni, & Organek, 1986, p. 292]. They 
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seem to have the necessary control to make the experience a 
"genuinely" educative one for their students. 
Elaborating further on his belief, Dewey explains that 
an educators * s: 
... ability to influence directly the experience of 
others and thereby the education they obtain places 
upon him the duty of determining that environment 
which will interact with the existing capacities and 
needs of those taught to create a worth-while 
experience [1938, p. 45]. 
With this in mind, even when a "given experience may 
increase a person’s automatic skill in a particular 
direction, [it may still] land him in a groove or rut" 
[1938, p. 25]. The realities of current clinical 
experiences, again, usually allow for nursing students to 
gain "... access only to those patients who [are] deemed 
’safe’ for care by students or who [are] uninteresting or a 
burden to the regular staff" [Mundinger, 1988, p. 11]. 
While these students may become proficient in the 
"automatic skills" of taking vital signs and doing baths, 
they certainly aren’t being inspired or challenged to 
develop their skills further. "And skill obtained apart 
from thinking is not connected with any sense of the 
purposes for which it is to be used, ... leav[ing the 
student] at the mercy of his routine habits and of the 
authoritative control of others" [Dewey, 1916, p. 159]. 
Certainly this was the concern of the 1934 Report of the 
Committee on the Grading of Nursing Schools when it was 
noticed that: 
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In some hospitals, when the nursing load is heavy, the 
pressure for getting the work done is so great that 
nurses regularly practice not good quality nursing, 
but short time nursing. Bad nursing habits become 
ingrained. The tendency to think about the needs of 
the patient becomes stifled; and the graduates from 
such places go out into the profession not as 
high-grade nurses, but as something much more nearly 
approaching highly mechanized factory workers ..." 
[p. 188]. 
This is definitely not the way to educate professional 
nurses. 
From Dewey's perspective: 
All this means that attentive care must be devoted to 
the conditions which give each present experience a 
worth-while meaning. Instead of inferring that it 
doesn't make much difference what the present 
experience is ... the conclusion is the exact opposite 
[1938, p. 49]. 
Thus it would certainly seem that, "the practice of good 
nursing makes a good nurse, but the practice of poor 
nursing makes a poor nurse. It is the quality of the 
practice which matters" [Committee on the Grading of 
Nursing Schools, 1934, p. 181]. 
Unfortunately, "nursing faculty need to realize that 
the quality of nursing practice in hospitals is severely 
curtailed for many reasons," including the fact that "the 
staff nurse has little inclination or motivation to read 
research and to adjust her practice in accordance with new 
information" [Mauksch, 1980, p. 23]. It can also be found 
in the clinical setting, that "patient care demands are 
often so great that staff personnel have little time to 
keep abreast of advances in their field and tend to set 
goals that are too restricted" [Hicks & Westphal, 1977, 
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p. 8]. However, in situations where nursing faculty are 
involved in practice in these facilities, then ’’the 
influence of the nurse educator, whose professional 
responsibilities include keeping her nursing knowledge 
current, [can be used to] correct this deficiency" [Hicks & 
Westphal, 1977, p. 8]. 
Christman believes that if: 
the scientific theory a teacher expounds in the 
classroom is clearly translated into the empirical 
science that he/she applies in the clinical setting, 
[then] ... the care of each patient is seen from both 
the viewpoint of the clinical investigator and of the 
applied scientist. The distillation of the design of 
care emerging from this sort of interaction raises the 
quality of individual care more nearly in line with 
the knowledge and technology lying at the hospital 
doorstep .... Students, observing this process, become 
attuned to the subtleties and the sophistication of 
clinical judgments as they see their teachers function 
as primary nurses committed to the welfare of patients 
[1979, p. 9]. 
When nursing faculty are functioning in this manner and 
"... share these patients with students, the above process 
is observed, analyzed, and emulated by the students with a 
sense of exhilaration" [Christman, 1979, p. 9]. 
Additionally, these faculty have "a built-in clinical arena 
that provides an excellent learning milieu for students" 
[Christman, 1979, p. 9], so that interesting and 
challenging patients can be used for their learning 
experiences. 
Now, while Dewey emphasizes the educational conditions 
which make the experience "worth-while", he also believes 
that "when engaged in the direct act of teaching, the 
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instructor needs to have subject matter at his fingers* 
ends; his attention should be upon the attitude and 
response of the pupil” [1916, p. 190]. Furthermore, he 
feels that: 
The problem of teaching is to keep the experience of 
the student moving in the direction of what the expert 
already knows. Hence the need that the teacher know 
both subject matter and the characteristic needs and 
capacities of the student" [1916, pp. 191-192]. 
In order for nursing faculty to do this, they would need to 
be clinically competent, to have clinical knowledge and 
skills readily at their fingertips so that they could 
concentrate on the learning needs of their students and 
move them along professional lines. However, Kuhn raises a 
legitimate concern: 
It had been many years since I had been totally 
responsible for patient care, and I wondered whether I 
could really give an IM, monitor central venous 
pressure, or start an IV: I found myself delegating 
the teaching of many technical skills to staff nurses 
while I concentrated on teaching theory [1982, 
p. 1570]. 
It would seem that her fears were not unique. 
McClure believes that "Many faculty need to update and 
upgrade their clinical skills in the specialty areas in 
which they teach" [1987, p. 165]. While she maintains that 
"A case can be made that the theories underlying the 
nursing process are not subject to ... rapid change" 
[p. 164], she also feels that "knowledge of substantial 
current content is necessary," making the point that: 
It is not enough to recognize that a patient is 
anxious if one fails to recognize that the cause of 
the anxiety is an untoward reaction to a change in 
cardiac medication; it is not enough to understand the 
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principles of sound discharge planning if one is 
unable to teach the patient and his family how to 
manage his Hickman catheter at home" [p. 164]. 
In reality "nurse faculty [must] deal with the need to be 
clinically competent and clinically involved" [Frazer, 
1980, p. 44], and in order to "accomplish that, educators 
must assume some responsibility for patient care at the 
clinical facility where they have students" [Kuhn, 1982, 
p. 1571]. Kramer, Polifroni, & Organek, believe that: 
Unless and until students are taught by faculty who 
are effective role models, by faculty engaged in 
active clinical practice, the student’s education will 
not be relevant, the ensuing practice will not be 
relevant, and nursing will lose its paramount power 
base" [1986, p. 300]. 
When nursing faculty do become involved in practice, 
some very real educational changes occur. Kuhn observed 
that: 
Students saw their instructor as a real nurse, able to 
give patient care and make nursing judgments. The 
staff in the health care facility perceived the 
instructor as a cohort instead of an outsider, and 
they understood the educational objectives for the 
students. I experienced renewed self-confidence and am 
more realistic in my approach to teaching nursing 
[1982, p. 1571]. 
Sharing similar feelings, Frazer notes that: 
Being recognized by staff nurses as a competent 
professional is important to me, as is a clinical 
setting conducive to learning for my students. One of 
my greatest satisfactions, however, is my students’ 
response to me as an educator. They appreciate my 
ability as a nurse and my serving as a role model for 
them. They see that the nursing and medical staff 
respond to me in the clinical setting, and are 
learning that nursing education can prepare them for 
rich rewards as hospital-based nurses [1980, p. 44]. 
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Additionally, students themselves perceive a change in 
the type of clinical experiences they receive from a 
faculty member who is involved in practice. Kramer, 
Polifroni, & Organek quote a couple of their students who 
say: 
She likes nursing and looks real happy. She discusses 
patients with me. I didn't notice it so much last 
semester but now I really see it. She practices on the 
floor where I'm having my senior experience now, and 
it's beautiful to watch her care for patients and 
interact with the staff. She treats me like a peer, a 
colleague ... and there's such a difference in the 
questions she asks compared with my instructor who 
does not practice nursing. 
The staff will do anything for my instructor because 
she has her faculty practice here and they know she 
can really nurse. Because of their respect for her, 
they let us take care of any patient we want to, and 
when she's busy, they'll help her out with us 
[1986, p. 299]. 
Students practicing in such an environment would certainly 
seem to be experiencing the "genuine education" that Dewey 
believed was necessary for real learning to take place, and 
faculty could easily assume responsibility for both the 
environment in which the learning was occurring as well as 
mastering the nursing skills needed so that they could 
concentrate on their students* needs. Thus it would seem 
that faculty who engage in clinical practice do so, not 
simply to meet professional directives, but to meet 
educational ones as well. 
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Faculty Practice 
While there does seem to be positive opinions 
supporting the development of nursing faculty practice, 
the definition of exactly what constitute practice 
activities varies from source to source. Some nursing 
leaders believe that it is as basic as "... doing what you 
teach others to do" [McClure, 1987, p. 162], while others 
maintain that faculty practice must include "... 
concomitant responsibility to impact on and improve the 
nursing care delivery system" [Kramer, Polifroni & Organek, 
1986, p. 292]. Some believe that it should mainly be 
concerned with "... maintain[ing] clinical competencies 
necessary for their level of appointment or teaching 
assignment" [Joel, 1983, p. 47], while others believe that 
faculty practice must also be "... scholarly in nature" 
[Millonig, 1986, p. 168] and "... contribute to the 
advancement of the discipline" [Algase, 1986, p. 75]. The 
one area of commonality, however, does seem to be that 
faculty practice must involve some degree of patient care 
responsibilities [Barger & Bridges, 1987; Algase, 1986; 
Millonig, 1986; Kramer, Polifroni & Organek, 1986; Durand, 
1985; Anderson & Pierson, 1983; Joel, 1983]. 
Given these variations in the definition, some 
"personally motivated" [Anderson & Pierson, 1983] nursing 
faculty are able to engage in practice activities in a 
variety of settings. Some faculty, especially in the mental 
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health field, are involved in private nursing practice 
where they carry their own patient load on a continual 
basis [Frazer, 1980]; other faculty simply moonlight at a 
local hospital per diem to maintain their clinical skills 
[Millonig, 1986]. "A few university nursing faculty are 
making the attempt..." [Christman, 1979, p. 11] to work in 
hospital settings on a regular basis as part of a formal 
agreement between a University and an affiliating 
institution [MacPhail, 1983] or to carry out their practice 
at nurse-managed centers, where they fill in one or two 
days a week seeing clients [Williamson, 1980]. 
Oftentimes, faculty become involved in practice roles 
in nontraditional settings including prisons, schools, 
health departments, ambulatory care centers and private 
counseling [Barger & Bridges, 1987]. Regardless of the 
setting and the circumstances, however, there are specific 
benefits that are gained by such practice activities. 
Benefits of Faculty Practice 
Certainly the upgrading of clinical skills is one of 
the most desirable outcomes from faculty practice 
activities [Kuhn, 1982], but this benefit is not the only 
one repeatedly identified, nor for some, a sufficient 
reason, in and of itself, to engage in practice [Spero, 
1980]. Faculty practice is also found to: "... enhance 
teaching as faculty are able to bring clinical examples 
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into the classroom” [Parsons & Felton, 1987, p. 125]; " 
provide nurse educators with the opportunity to serve as 
clinical role models for their students and others” [Spero, 
1980, p. 24]; "... provide access to clients for clinical 
research" [Chickadonz, Bush, Korthuis, & Utz, 1981, 
p. 548]; ”... gain new insights into (or perhaps verify 
long-held ideas about) the delivery of nursing care to 
patients" [McClure, 1987, p. 163]; ”... demonstrate 
[faculty] comfort in the role of the professional nurse” 
[Frazer, 1980, p. 44]; "... [provide] monetary benefits" 
[Millonig, 1986, p. 169]; "... gain new respect from 
practice agencies, particularly from the agency*s nurses" 
[Collison & Parsons, 1980, p. 678]; "... demonstrate 
leadership in the development of new practice roles within 
the clinical setting" [Collison & Parsons, p. 679]; "... 
[provide an] enriched environment for student learning" 
[Hicks & Westphal, 1977, p. 9]; "... provide the ... agency 
with expert faculty members" [Parsons & Felton, 1987, p. 
125]; "... give the faculty member personal satisfaction in 
the delivery of care to clients" [Parsons & Felton, 1986, 
p. 125] and other similarly identified attributes [Cook & 
Finelli, 1988; Lambert & Lambert, 1988b; McClure, 1987; 
Kramer, Polironi & Organek, 1986; Bellinger, Reid & 
Sanders, 1985; Ford & Kitzman, 1983; MacPhail, 1983; Kent, 
1980; Mauksch, 1980; Miller, 1980]. 
From the students* perspective, there are also major 
gains to be obtained from having an instructor who is 
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involved in faculty practice. Some of those quoted from 
clinical evaluations include: 
less fragmentation in teaching; everything comes 
together; staff is more receptive to students because 
they know the instructor, respect her and know what 
she can do; the staff is more willing to help and work 
with the students; faculty knows the routine of the 
hospital, knows the patients better, can tell you more 
things about the hospital and how to get things done; 
they have connections to get things done; they’re more 
confident in clinical because they actually practice 
[Kramer, Polifroni, & Organek, 1986, pp. 297, 299]. 
Cook and Finelli, describing the process of 
instituting faculty practice at the Columbia University 
School of Nursing, identify some specific educational 
advantages that are closely tied to Dewey’s criteria for a 
"genuine" education. They maintain that as faculty practice 
"... provides opportunities for faculty to enhance 
clinical/research skills," it also allows faculty to "... 
control [the] quality of students’ clinical/learning 
experience more effectively" as well as provides "... 
students [with] direct access to patients for clinical 
experience" and allows them "... to observe and participate 
in quality nursing care with faculty as role models" [1988, 
p. 25] . 
Barriers to Faculty Practice 
Given these obvious benefits, it would seem 
advantageous for nursing faculty to become involved in 
faculty practice activities, but unfortunately, this is 
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just not happening at the rate that would seem most 
desirable. While Cook & Finelli noted that the Columbia 
University School of Nursing faculty had "determined that 
[its] high quality of education could be enhanced if all 
faculty members spent a portion of their time pursuing 
excellence in clinical practice" [1988, p. 23], the faculty 
committee exploring ways to implement this concept not only 
identified common advantages of faculty practice but also 
identified significant disadvantages as well. 
For the faculty, they specified that "overcommitment 
of time" including a "possible 12-month appointment," 
"unclear delineation of teaching responsibilities" 
especially if the "... load [was] not reduced when practice 
[was] initiated," "possible increase in clinical 
supervision time," and, "resentment of faculty toward those 
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faculty not engaged in practice" [Cook & Finnelli, 1988, 
p. 25] were some real problems that had to be dealt with. 
Additionally they found that the school could suffer from 
"possible financial strain resulting from outlay of funds 
for initiation of practice" and the concern that "faculty 
members might neglect teaching and research because of 
economic incentive to practice". Students also "might 
suffer if faculty on—site practice demands are too high or 
patients may be at risk if there is a "lack of continuity 
from faculty *s varied responsibility and irregular practice 
sessions" [Cook & Finnelli, 1988, p. 25]. Other authors 
identify similar issues [Lambert & Lambert, 1988b; Parsons 
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& Felton, 1987; Millonig, 1986; Bellinger, Reid & Sanders, 
1985; Joel, 1983; Fagin, 1981]. 
Millonig expresses the concern that practice sites for 
faculty who want to engage in clinical practice may be a 
problem. She maintains that many institutions "will not 
hire faculty to work on a limited basis" [1986, p. 169] due 
to concerns about patient continuity and a "sense of 
disharmony" that can occur with an inconsistent work 
commitment. Bellinger, Reid, and Sanders also point out 
that even if they are hired: 
Faculty who practice in * PRN pools* or as part-time 
staff are ... subjected to role conflict and time 
constraints because they must coordinate two 
schedules. Such practice is not conducive to 
theory-based practice, clinical skill development or 
clinical research. The faculty who are able to engage 
in practice during the academic year may be those 
adept at time management, or they may be engaging in 
clinical practice to the detriment of faculty duties 
[1985, p. 215]. 
For those faculty who practice only during unscheduled 
time, such as on weekends, holidays and school vacations, 
these authors also express the concern that the 
"constraints on available human energy [may] hinder the 
development of a viable practice" [Bellinger, Reid, 
Sanders, 1985, p. 215]. 
In some instances, reimursement can become an issue. 
Fagin expresses her concern that "for nursing faculty in 
the clinical setting, there is no clear indication of the 
mechanisms for direct reimbursement and considerable 
question about the cost implications to both school and 
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hospital of the nursing faculty’s clinical involvement” 
[1981, p. 43], Furthermore, in some academic institutions, 
there may be a "limit [to] the amount of salary faculty can 
make outside of the academic setting" [Millonig, 1986, 
p. 169], which can limit the extent of practice. 
For some faculty, "the policies for reappointment and 
tenure in the university are stresses that must ... be 
dealt with, since they seldom acknowledge the role of 
clinical practice [Fagin, 1981, p. 44]. Even in academic 
settings where it is considered, oftentimes "tenure 
regulations and standards still do not reflect the value of 
professional practice on a par with research or teaching" 
[Mauksch, 1980, p. 24]. Certainly "another problem often 
encountered is that some practice modes may be viewed as a 
’second job,* and the merit of maintaining clinical 
competence often goes unrecognized and unappreciated" 
[Parsons & Felton, 1987, p. 124]. While faculty may be 
developing their clinical skills, there is no direct 
mechanism for compensating them for their clinical 
excellence in terms of academic merit or promotion. 
Additionally, there are particular "concerns about 
faculty practice ... related to time commitments and 
primary responsibilities" [Bellinger, Reid, & Sanders, 
1985, p. 215]. Millonig maintains that the "establishment 
and maintenance of a role in a practice setting consumes 
time and energy, with a resulting dichotomy in commitment 
and responsibility" [1986, p. 170]. She explains that the 
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"development of trust and identity in the practice setting 
may affect the sense of commitment to the academic setting" 
while the "development of trust and commitment to students, 
colleagues, and the employing institution itself may affect 
an individual's sense of indebtedness to the practice 
setting" [p. 170]. Elaborating on this further, Parsons and 
Felton explain that: 
When a faculty member must choose between meeting 
unplanned-for and unforeseen college activities as 
well as "moonlighting" obligations, an ethical 
conflict is present. Those involved in clinical 
practice outside a sanctioned practice mode in their 
particular college have encountered pressure from 
their colleagues and administrators to ignore their 
practice obligations when they infringe on college 
activities [1987, p. 124]. 
Finally, the last problem relating to faculty practice 
which is actually "in some way related to all of the other 
barriers," is that of the "'role strain’ that occurs" 
[Millonig, 1986, p. 170]. Quoting Goode’s [1960] definition 
that role strain is "the felt difficulty in fulfilling role 
obligations" [1983, p. 208], Wakefield-Fisher contends that 
there is a distinct possibility that "nursing is 
overloading nurse educators by demanding faculty practice". 
It is generally accepted that nursing faculty spend over 
forty hours a week fulfilling their role obligations 
[Saylor, 1979] which include teaching, research and 
service. If faculty practice is now added, the resulting 
role strain can become especially strong, and "a 
corresponding increase in on-the-job tension, a decrease in 
job satisfaction, and decreased confidence in the 
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organization" [Wakefield-Fisher, 1983, p. 208] can become 
evident. Certainly, "every activity added to the faculty 
role ... constitutes additional complexity, requiring new 
approaches to workload management" [Barger & Bridges, 1987, 
p. 345]. 
For faculty who have not been practicing nursing for 
some time, Lambert and Lambert in their review of the 
literature, identify similar concerns including: 
(1) faculty role strain and role conflict, 
(2) resistance to assuming additional activities 
without increased financial reward, (3) finding the 
time to practice, (4) the effect of practice on 
‘ faculty schedules and workloads, (5) the effect 
practice will have on promotion and tenure, and 
(6) burnout" [1988b, p. 350]. 
Additionally, nursing faculty may be reluctant to 
participate in practice since they may feel an inherent 
"... comfort in [the] traditional role" and "many [faculty 
may] perceive themselves as generalists, without clearly 
defined expertise" [Chickadonz, Bush, Korthuis, Utz, 1981, 
p. 550]. But as Cook and Finelli point out "with peer 
support and encouragement and enabling administrative 
action, faculty who were reluctant to change found they 
could do so and that they were better equipped than they 
originally thought" [1988, p. 27]. 
Administrative Support 
From the set of problems identified, integrating 
faculty practice into the role of the nurse educator can be 
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a demanding endeavor; however, Millonig [1986] and others 
[Barger & Bridges, 1987; Spero, 1980; Collison & Parsons, 
1980; MacPhail, 1980], firmly believe that the benefits 
outweigh the difficulties and that "solutions are possible" 
[p. 170]. 
Millonig [1986] suggests that faculty practice plans 
need to be flexible and tailored to the participating 
institutions in order to overcome some of the barriers 
identified. Utilizing "several models within one 
educational institution... [or initiating a] ... 
nontraditional approach" [p. 171] may well be the keys to 
establishing a viable practice role for all. 
Collison and Parsons found that at the University of 
South Carolina, it was "the administration, with support 
from clinical agencies and faculty, [that] had opened 
discussion of joint appointments and dual appointments, and 
had helped to arrange part-time appointments for several 
faculty members beginning practitioner roles" [1980, 
p. 679]. Furthermore, Spero points out that when particular 
models of faculty practice are used, especially in medical 
centers where faculty want to directly influence nursing 
service, then "the organizational relationships that 
clearly articulate to whom these individuals are 
responsible must be established" [1980, p. 24]. It is her 
belief that "if clinical practice opportunities are to 
become part of the nurse educator*s role," then this "line 
of responsibility must be to the administrator of the 
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academic unit who must simultaneously have the 
administrative responsibility for nursing practice" 
[p. 24]. 
Nursing faculty operating under such a unified system, 
might find it "easier to maintain a commitment to both 
education and practice without letting one pursuit suffer 
for the sake of the other" [Millonig, 1986, p. 170]. 
Certainly they would be encountering less "pressure from 
their ... administrator to ignore their practice 
obligations when they infringe on college activities" 
[Parsons & Felton, 1987, p. 124]. Furthermore, from the 
faculty’s point of view, Collison and Parsons note that 
"mechanisms for joint appointments, dual appointments, and 
other collaborative arrangements are viewed by faculty as 
positive administrative actions to encourage faculty to 
practice" [1980, p. 687]. These models will be discussed in 
detail in the next chapter. 
Parsons and Felton, describing the experience of the 
University of South Carolina College of Nursing faculty, 
detail the establishment of a successful faculty practice 
in both the traditional hospital setting as well as in a 
nontraditional correctional facility. For the 
nontraditional setting they found that: 
The correctional agency would have the benefit of 
faculty with nurse practitioner skills as the 
providers of services, identity with the college, and 
an opportunity to enhance the agency’s status as a 
health care provider. The college would benefit from a 
time-limited arrangement as well as a mechanism for 
generating revenue during the development of a more 
formalized faculty practice plan; and the faculty 
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would have a practice site which would support the 
integration of teaching and research with practice 
[1987, p. 124]. 
By establishing a contractual agreement between the college 
of nursing and the institution, a contract needing the 
input and support of nursing administration, some of the 
problems with time constraints, reimbursement and an 
appropriate practice site could be rectified. 
Spero suggests that all "institutions which benefit 
from the clinical practice activities of faculty compensate 
the college of nursing in some way" [1980, p. 25]. One way 
of doing this, is for nursing administration to "create 
clearly defined joint appointments with appropriate cost 
sharing" or through "other reimbursement ... calculations". 
As a result of her administrative efforts, the college of 
nursing is to: 
... receive funds equivalent to the support of 1.50 
FTE faculty. This is not in the form of a joint 
appointment - merely money on the barrelhead for 
services rendered. While this is not a vast sum of 
money, it is a first step toward recognition that the 
college gives as well as takes and it is providing... 
some necessary dollars to hire additional faculty 
and make some downward adjustments in current faculty 
load as we consider planning to include faculty 
practice opportunities within our college [Spero, 
1980, p. 25]. 
Now, while Parsons and Felton emphasize that colleges 
of nursing wishing to encourage faculty practice must have 
"... a mechanism for implementing practice" in place, they 
also believe that it is imperative to have "... a 
phil osophy that supports practice [and] a goal statement 
that emphasizes faculty practice as an integral part of the 
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college" [1987, p. 124]. At the University of South 
Carolina, it was "administration [who] appointed an ad-hoc 
committee to study faculty practice and to develop a 
position statement" [Collison & Parsons, 1980, p. 679], and 
while the process had gone on for over a year "the 
administration has been sensitive to faculty's need for 
time and has not pushed for premature closure on the 
issue". Barger and Bridges also maintain that an 
"administrative policy is needed to provide a safe route 
for the practitioner/teacher to engage in client care" 
[1987, p. 215] and Bellinger, Reid, & Sanders point out 
that "the fully developed professional role of nurse 
faculty ... [consisting of] educator, consultant, 
researcher, and practitioner could be implemented more 
easily if policies existed which promoted the adoption of 
such roles" [1985, p. 215]. 
It is Millonig's view that "schools of nursing, if 
committed to the philosophy of faculty practice, can 
provide support service for those faculty involved in 
practice" [1986, p. 171]. Certainly faculty release time 
and reduction in teaching loads are real possibilities, and 
as Millonig argues, "Since release time is often provided 
for those involved in grant writing, why not those in 
faculty practice, as well?" [1986, p. 171] 
Agreeing with her point of view, Collison and Parsons 
maintain that: 
Administration can work toward flexible scheduling 
which would make it easier for faculty to practice. 
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Administrative awareness of faculty needs in a 
clinical setting, and planning faculty workloads on a 
yearly basis also encourage practice within the 
faculty role. Such administrative actions have been 
the stimuli for getting faculty involved in practice 
[1980, p. 678]. 
Additionally, Wakefield-Fisher feels that while 
faculty need to be provided with "... flexibility in 
meeting role responsibilities (i.e., decreased number of 
students to advise for a given semester)," that "... 
remuneration in the form of rank, salary, and so forth" in 
addition to establishing "... administrative support from 
both the service and the educational setting," [1983, 
p. 210] are important factors in facilitating practice. 
Smith, suggests that these measures, such as: 
... flexible scheduling to accommodate teaching and 
practice demands; reduced teaching loads; ensuring 
that equipment and supplies necessary for practice 
are available; formal awards and other means of 
recognition; hiring consultants;... assisting with 
grant development; [articulating] the criteria for 
tenure, promotion, salary increases, and preferential 
assignments ... with achievements in clinical practice 
[1980, p. 675]. 
are actual evidence of administrative support. Furthermore 
she maintains that "Institutional legitimation occurs when 
the school of nursing and the university publicly commit 
themselves to providing such concrete supports" [Smith, 
1980, p. 675]. 
Concurring with her belief, Barger and Bridges 
maintain that "In order to integrate faculty practice into 
the role of the nurse educator, institutional supports must 
be developed" [1987, p. 344], and moreover, that these 
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supports are actually essential to "... assure that faculty 
are productive and adequately rewarded in performing all 
the components of the complex role of the nurses educator" 
[p. 345]. Kuhn noted that when time constraints became an 
issue for her while she was involved in a joint appointment 
faculty practice, and she was "... feeling pulled between 
educational and hospital responsibilities" [1982, p. 1571], 
that academic administration was able to reevaluate her 
work load and give her fewer students in an effort to ease 
some of role strain that she was reporting. Certainly, "one 
important consideration in making a choice [of faculty 
practice options], according to many faculty, is 
administrative support for faculty practice" [Collson & 
Parsons, 1980, p. 678]. While faculty opinions range from 
it being entirely the administrator’s responsibility, to 
solely the faculty member’s responsibility, to some 
combination of efforts in between, "... everyone appears to 
agree that the administrator’s philosophy must support 
faculty practice or at least be neutral" [Collson & 
Parsons, 1980, p. 678]. 
Chickadonz, Bush, Korthuis, and Utz voice an even 
stronger contention about the importance of administrative 
support, maintaining that "The process of bringing about 
the desired change of incorporating patient care activities 
into a faculty role is a complex one" [1981, p. 551], in 
which the "role of the administrator is critical to the 
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successful accomplishment of the desired change" [p. 552]. 
They believe that: 
The dean must discuss and describe the desired 
change, interpret it in the light of institutional 
goals, identify areas of agreement where action can 
occur, and utilize all available opportunities to 
demonstrate the concept to be achieved. The resources 
of the institution, the organizational structure, and 
the persons in key administrative roles must be 
involved if such a change is to be accomplished 
[p. 551]. 
Certainly it would seem that there is a pressing 
"challenge ... to design the support system necessary to 
enable the new role definition of the faculty member 
clinician to survive" [Fagin, 1981, p. 46] and that an 
important factor in this would be "to examine 
administrative supports which could be devoted to faculty 
who engage in clinical practice (e.g., philosophy, amount 
of time, amount of resources and services)" [Bellinger, 
Reid, & Sanders, 1985, p. 215]. Additionally, "if a data 
base to document outcomes of faculty practice and 
noteworthy curriculum changes to allow faculty to practice 
were addressed, nursing's fullest potential in the delivery 
of health care might be actualized" [Lambert & Lambert, 
1988b, p. 352]. 
Purpose of the Study 
Therefore, the purpose of this study is to explore the 
relationship between the level of collegiate administrative 
support and the extent of faculty clinical practice by 
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nursing faculty in baccalaureate nursing programs in the 
United States. It will seek to identify the specific 
supports that are available to practicing faculty and 
whether these supports have an effect on the exent of 
faculty engaging in practice. Additionally, it will seek to 
document the benefits of faculty practice as noted by 
nursing administrators and to identify which benefits would 
encourage administrators to initiate or continue support. 
Signif icance 
Given the reality that science and technology are 
advancing at an extremely rapid rate in the medical/nursing 
field, and that faculty must continually upgrade and update 
their own clinical skills in order to prepare competent 
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graduates, nursing faculty practice has become a recognized 
way of obtaining direct hands-on patient interaction 
[Mauksch, 1980]. The literature also shows that not only do 
clinical competencies increase, but research, role 
modeling, credibility, monetary benefits, and personal 
satisfaction can also be attained [Millonig, 1986]. 
Additionally, it has been shown that most baccalaureate 
faculty would like to have a greater opportunity to engage 
in practice but that some concerns regarding time, lack of 
academic rewards, reimbursement problems, and faculty 
overload oftentimes prevents this from happening 
[Parascenzo, 1983]. It would stand to reason, therefore. 
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that if we were to document the ways that administration 
supports faculty practice to help overcome some of these 
problems, then nursing faculty might be more likely to 
become actively involved in such worthwhile activities. 
The results of such research could have specific 
beneficial effects: collegiate administrators would have a 
skilled faculty who might be more inclined to pursue 
clinically based research; nursing faculty would be 
developing their own expertise and enhancing credibility 
and respect; students would have a technically skilled 
faculty who could provide expert nursing role models; 
health care institutions would be gaining additional 
skilled practitioners to provide for patient care; and 
lastly, clients would benefit, initially in the direct care 
provided by these faculty and ultimately, by the enhanced 
quality of the skills that the graduates from these 
programs would be learning. 
Statement of the Problem 
The literature dealing with nursing faculty practice 
suggests that there are distinct benefits to be gained for 
both the individual faculty member in terms of increased 
clinical competencies and professional development, and for 
the school of nursing in terms of opportunities for 
clinical research and increased realism in the classroom. 
Unfortunately, the literature also suggests that faculty 
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indicating a desire to practice, "... encountered lack of 
organizational support for their practice endeavors" 
[Lambert & Lambert, 1988b, p. 352] and furthermore, that 
even in nursing programs where faculty were encouraged to 
practice, that they were again "... given no support in the 
form of release time, lighter teaching and/or committee 
responsibilities, [nor] additional secretarial and computer 
services" [Bellinger, Reid, and Sanders, 1985, p. 215]. 
Since most of the problems identified with engaging in 
faculty practice appear to have some administrative basis, 
one wonders if the presence of administrative support would 
positively influence the degree of clinical practice 
activities. This study, therefore, will determine the 
extent to which specific administrative supports in 
baccalaureate nursing programs in the United States are 
currently available to practicing faculty and to determine 
the relationship between the presence of these supports and 
the extent to which faculty in these institutions are 
involved in practice activities. 
Research Questions 
Since this study is an exploratory one, a formal set 
of research questions is found to be the most appropriate 
way to study the subject [Locke, Spirduso, & Silverman, 
1988]. Therefore, this study will seek answers to the 
following research questions: 
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What specific administrative supports are available to 
faculty engaged in faculty clinical practice? 
Which supports come under the direct control or direct 
influence of nursing administrators? 
If certain supports are not available, what are the reasons 
for the unavailability? 
What is the level of importance of faculty practice as a 
criterion for promotion/merit and tenure decisions? 
What, if any, changes would administrators like to make in 
in the criteria and/or importance of promotion/merit and 
tenure decisions? 
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Do various administrative supports have any effect on the 
extent of faculty engaging in practice? 
Additionally, in order to provide concrete data to 
encourage administrators to continue to support faculty 
practice or to persuade other administrators to initiate 
such incentives, this study will determine to what extent 
the benefits attributed to faculty practice from the 
literature are reported as being seen in the collegiate 
nursing programs by administrators. Therefore, this study 
will also seek to answer the following questions: 
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What benefits attributed to faculty involved in practice 
are being observed by administrators in their institutions? 
What benefits warrant the continuation and/or initiation of 
supportive incentives by the administrator? 
Organization of the Study 
Chapter 1 has presented the rational for faculty to be 
involved in faculty practice activities from both a 
professional and educational directive. Definitions of 
faculty practice have been provided as well as the 
variations in practice activities and the benefits derived 
from such practices. Barriers to faculty practice and the 
role nursing administration could play in providing 
solutions to the problems have been discussed. The purpose, 
significance, statement of the problem, and major research 
questions have been identified. 
Chapter 2 presents a historical review of the 
literature, sketching the relationship of nursing practice 
and nursing education from its formal beginnings through 
the split between service and education and the development 
of collegiate nursing programs. Early faculty practice 
models and the support necessary to implement them 
effectively are explored. House’s social support theory is 
discussed as the basis for the conceptual framework 
regarding administrative support. 
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Chapter 3 details the selection of the population as 
well as the development of the instrument and the 
definition of terms. The methods employed in collecting and 
analyzing the data as well as the limitations of the study 
are identified. 
Chapter 4 reports the findings of the study as derived 
from the analysis of the data and Chapter 5 presents the 
summary, conclusions, implications and recommendations 
drawn from this research. 
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CHAPTER 2 
REVIEW OF RELATED LITERATURE 
Historical Background 
The need for developing faculty practice, that is, 
faculty involved in direct patient care, can be traced to 
the progression of nursing education itself. From the 
opening of the Nightingale School in 1860 to the present 
day, nursing has undergone a series of transitions that has 
brought it from a hospital based apprenticeship to its 
current professional status within the university setting. 
Nightingale Training School 
Concerned that "... nursing care as she envisioned it 
would never be a reality unless and until a systematic way 
of training well-qualified nurses could be developed” 
[Isler, 1981, p. 183], Florence Nightingale was able to 
establish the Nightingale Training School at old St. 
Thomas* Hospital in London, using the $200,000 national 
gift given to her for her efforts in the Crimean War 
[Nutting, 1926]. Since "the school was liberally endowed 
and thus in control of its own activities" [Dolan, 1963, 
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p. 324], the school was not subservient to the hospital nor 
under its direct control. 
Run by a matron who "... should be one whose desire is 
that her students shall learn ..." [from Notes on Nursing 
quoted in Dolan, 1963, p. 232], the school would include 
"... ward ’sisters’, i.e., those in charge of departments 
or wards, [who] were chosen, and have continued to be 
chosen, for their teaching ability, and [who] were expected 
to instruct the students on the wards" [Dolan, 1963, 
pp. 230-231]. As early as 1867, a contractual agreement 
noted that: 
In addition to her salary received from the hospital, 
the ward sister [head nurse] was paid by the 
Nightingale Endowment Fund for assisting in the 
training of the students. The medical instructors were 
to be paid in a similar fashion. The head nurses were 
to keep weekly summary records of the work of each 
student while the matron recorded monthly summaries 
[p. 229]. 
Based on the success of the educational endeavor, in 
1871 St. Thomas* Hospital moved into new quarters, making 
it possible to further improve the nurses’ training program 
[Isler, 1981]. As lectures by doctors and nurses steadily 
expanded, a preliminary seven-week training course was 
added and in 1875, a home sister or clinical instructor was 
appointed. "She was Miss Mary Crossland who appears to have 
done a creditable piece of work in planning a program of 
clinical instruction" [Dolan, 1963, p. 229], backed by 
Nightingale’s own educational beliefs. 
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Insisting that student "training is to enable them to 
understand how best to carry out medical and surgical 
orders and the reason why it is to be done this way and not 
that way" [Florence Nightingale quoted in Bishop, 1981, 
p. 195], Nightingale "stressed the need for guidance for 
the learner" [Dolan, 1963, p. 229]. She felt that: 
Merely looking at the sick is not always observing. It 
needs a high degree of training to look so that 
looking shall tell the nurse aright. A conscientious 
nurse is not necessarily an observing nurse, and life 
or death may lie with the good observer" [from Notes 
on Nursing, quoted in Dolan, 1963, pp. 231-232]. 
Nightingale was definitely "... interested in the 
instructors* performances, as evaluated by her and as 
revealed in students* reports and assigned diaries" [Isler, 
1981, p. 184], and felt that in order "to achieve the 
practice of nursing as an art it was absolutely necessary 
that nurses and would-be nurses were administered by souls 
who understood that art" [Baly, 1981, p. 213). 
The aims of her school were "... to train hospital 
nurses; to train nurses to train others; and to train 
district nurses for the sick poor" [Dolan, 1963, p. 229] 
and "with success came a great cry for ’Nightingales,’ as 
the school’s graduates were called" [Isler, 1981, p. 184]. 
They soon "... became the pioneer heads of nurses’ training 
in Scotland, Germany, Norway, Sweden, Canada, the United 
States and even as far away as South Africa, India and 
Australia" [Dolan, 1963, p. 231]. It seems that "one by one 
these well-trained, dedicated women turned [Nightingales’] 
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vision of nursing as an art and a profession into fact" 
bringing "... skilled nursing care to the sick" and "... 
upgrading hospitals and nursing all over the world" [Isler, 
1981, pp. 184-185]. 
Hospital Based Training Schools 
The positive impact of these students, in terms of 
decreasing patient mortality and morbidity, was well 
documented [Bridgman, 1953] and in 1873, three programs 
were established in the United States. These nursing 
programs were: Bellevue in New York, Connecticut Training 
School in New Haven (eventually becoming part of Yale), and 
Boston Training School (eventually becoming Massachusetts 
General Hospital School of Nursing). 
These first schools were initially established under 
the same educational principles as the Nightingale School 
but, as the patient care benefits provided by the students 
in their line of "duty" became more evident, the schools 
were totally restructured. These independent and 
self-directing schools were "merged with hospitals and came 
under hospital control" and the "independent committees 
which heretofore had controlled the schools either 
surrendered a large part of their autonomy or turned the 
entire management of the school over to the hospital board 
[Gelinas, 1946. p. 6]. Bridgman maintains that: 
the loss of these foundations was disastrous from 
the standpoint of quality of education provided, 
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but the elimination of the expense they involved 
made the establishment of schools a means of 
staffing hospitals at low cost, which helped to 
increase hospital facilities [1953, p. 41]. 
Thus, while a "balanced education in theory and application 
had been Miss Nightingale's ideal for nursing," the 
"pressure for nursing service was undermining the student's 
opportunity for a nursing education" [Dietz, 1963, p. 100]. 
Originally, nursing education was completed in one 
year of training, but since most of the student's time was 
spent providing service to the hospital, nursing leaders 
fought to expand it to two years, and later to three years 
[Gelinas, 1946]. The hope was that this lengthened time 
frame would provide the students with the opportunity to 
learn the theories and scientific principles necessary to 
fully understand the "why" as well as the "how" of nursing 
procedures. However, "this hope was largely defeated by 
economic and service pressures, and the longer program 
meant in most instances merely an increased amount of 
inexpensive staffing for the hospitals" [Bridgman, 1953, 
p. 41]. It was noted in the Study for Nursing Education, 
also called the Goldmark Report [1923], that hospitals were 
"keeping students in training a third year often to use 
them as head nurses and thus save the expenses of employing 
graduates" [p. 301]. 
This allowed the establishment of a 
... pattern in many so-called schools ... of one 
graduate nurse as director of nursing and one as a 
night supervisor, with student nurses doing the work 
under their direction.... Care of patients was often 
by trial and error, with students praying that those 
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in their charge would live, particularly at night when 
assistance was least available and responsibility felt 
most keenly [Bridgman, 1953, p. 41]. 
Student life was not easy. In a letter written by 
Susan Bard Johnson in 1890 describing the normal daily 
routine of a nursing student at Children’s Hospital, she 
states that: 
The hours of duty were from 5:45-6 p. m. and once a 
week evening duty from 6:30-8:00. The night nurse 
rapped on my door at 5:15, came in and lighted the 
gas. We went into the wards at 5:45 and came to 
breakfast at 6:30. At 10:30 we had 15 minutes in which 
to make our beds and eat luncheon -- bread, butter and 
molasses and a glass of milk. The first dinner was at 
12:30, the second at 1:00 and supper at 6:00 p. m. We 
had one afternoon a week from two on. We had class 
once a week and a lecture once a week. Those were 
blessed times because we could then sit still for an 
hour [cited in Goostray, 1940, p. 11]. 
The schedule she describes was rather typical for that 
time. The Committee on the Grading of Nursing Schools 
[1934] flatly stated that "Student nurses are probably the 
most overworked students in any profession" [p. 192], 
basing their statement on the fact that "in 88% of the 
schools students are on duty more than 48 hours a week on 
day duty; in 85% they are on duty more than 56 hours a week 
on night duty; and in each case these hours are in addition 
to time spent attending and preparing for classes 
[p. 192]. Additionally they note that while the National 
League of Nursing Education suggests 6,252 hours of 
practice and 885 hours of theory in its three year 
curriculum, that the "typical school now gives 124 hours 
less of theory and 843 hours more of practice than these 
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suggested amounts" [p. 192], The Bulletin from the National 
League for Nursing Education [cited in the Goldmark Report, 
1923], sums up the results, observing that the nursing 
student: 
Sleeps in her hours off duty, she often sleeps in her 
lectures and classes, she sleeps in church and even at 
times in the concert and theatre. When she sits down 
to study, it is always a struggle to keep awake. Often 
all the time she should spend in recreation is spent 
in resting and sleeping [p. 424]. 
Additionally, while the number of hours that the 
student was on duty was excessive to begin with, an even 
greater amount of her time was spent involved in 
non-nursing tasks. She was required to perform a variety of 
cleaning and housekeeping duties that had little to do with 
developing her nursing skills. According to the Goldmark 
Report [1923], this student was "traditionally regarded as 
a ’pair of hands and feet* and not an intelligence in 
training" [p. 342], performing such duties as: 
... cleaning, dusting, setting up tables and arranging 
clinic rooms, sterilizing and cleaning instruments, 
making supplies, chaperoning patients, mending rubber 
gloves, doing errands, waiting on doctors and medical 
students, listing supplies, copying records, and the 
like [p. 342]. 
This situation had not changed much in 1934, since the 
Committee on the Grading of Nursing Schools noted that: 
Students are kept too long on certain services, and 
given too short a time on others. Sometimes they miss 
essential services entirely. They spend hours in 
caring for flowers, mending rubber gloves, making 
beds, preparing surgical dressings, long after they 
have learned how to do these things [p. 87]. 
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Even as the student advanced in her program, if there was a 
conflict between the needs of the hospital and the 
educational needs of the student, the hospital won out. 
Whether or not, for instance, a student nurse has 
completed the services required for her training, 
whether or not she has had any experience with 
children or has had sufficient instruction in medical 
disease, if surgical patient are in need of care, to 
the surgical ward she is sent, though she may already 
have exceeded the time set for this service. Or, 
again, whether or not she may have learned in a week 
to mend rubber gloves or learned in a day to wash 
lettuce for private patients, if gloves are to be 
mended or lettuce to be washed, to these services she 
is assigned for additional weeks [Goldmark Report, 
1923, p. 195]. 
The Committee on the Grading of Nursing Schools 
[1934], noted that the number of students admitted to these 
training school was ’’usually determined by the number of 
patients there [were] to be nursed" [p. 86]. In a 1923 
article published in Modern Hospital, titled "To Hire 
Nursing Service," it was reported that: 
The Cook County Psychopathic Hospital has contracted 
with the Illinois Training School for Nurses of Cook 
County Hospital, Chicago, to supply its nursing 
service. This move is expected to save the taxpayers 
of Cook County about $100,000 annually. Each patient 
is said to cost the psychopathic hospital $1,070 a 
year under the present system. At the county hospital, 
where nurses are supplied by the training school, the 
cost is approximately $210 a year per patient [cited 
in Nutting, 1926, p. 315]. 
It seems that students had become a way for hospitals to 
curtail their costs, and therefore, "the primary iUnction 
of all training schools [became] that of carrying on the 
regular nursing work of the hospital. It [was] not anywhere 
the education of the nurse" [Nutting, 1926, p. 315]. 
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Given this wonderful labor resource, the number of new 
nursing school rose dramatically. From the three nursing 
schools in 1873, there were 18 in 1880, 50 in 1890, 473 in 
1900, 1162 in 1919, 1796 in 1920, and 2200 in 1929 
[Nutting, 1926, p. 24; Bridgman, 1953, p. 43]. The number 
of students enrolled in these programs also rose in a 
dramatic way, from 157 students in 1880, to 471 in 1890, to 
3,456 in 1900, to 8,140 in 1910, to 14, 980 in 1920 to 
23,800 in 1929 [Committee on the Grading of Nursing 
Schools, 1934, p. 24]. But in light of this amazing 
proliferation, Christy [1980] raises an important question: 
"Where did these institutions find enough instructors to 
staff the schools?" [p. 493]. Her answer "... quite simply: 
They didn't". 
While the student was often pressed into service for 
the hospital, the hospital provided little instruction to 
help these students attend to patient needs. In 1912, 
Nutting, noted that "today the very great majority of 
training schools -- probably not less than 90% -- have not 
in their staff one single paid instructor whose time is 
devoted to teaching students" [1926, p. 151]. In 1915, 
"only ten schools reported full-time paid instructors 
[Dolan, 1963, p. 307], while "in 1929, 42% of the schools 
did not have even one full-time nurse instructor and only 
16% had 2 or more; ... by 1932 the per cent with no 
full-time instructor had dropped to 23, and 25% had at 
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least 2" [Committee on the Grading of Nursing Schools, 
1934, p. 191]. 
Furthermore, the Committee on the Grading of Nursing 
Schools observed that "in most schools practically all the 
teaching on the ward is given by the head nurse. Typically 
she is young, has never gone beyond high school, and has 
far too many people to direct, and too much ward 
administration to handle" [1934, p. 196]. They strongly 
felt that "the hospital which cannot give its head nurses 
time enough to teach should not try to teach at all" 
[p. 196]. Based on their assessment, it was concluded that 
"the most serious weaknesses in schools of nursing are too 
few good teachers, too few workers, insufficient time, and 
not enough emphasis on what good nursing really is" 
[p. 196]. 
Even though Florence Nightingale had stated her 
educational aims quite clearly, and established her nursing 
school as an educational institution, her founding 
principles were not followed. "In consequence, many school 
of nursing, from her time until now, have been organized 
with the purpose * to provide better nursing for the 
hospital*. Even now these two different ends, nursing 
service and nursing education, are misunderstood [Dolan, 
1963, p. 324]. 
Baly [1981] believes that: 
It is not the influence of the original Nightingale 
training on nursing that has caused the havoc, but the 
departure from it. The Nightingale School in 1860 was 
financed independently by the Nightingale Fund. 
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Although the probationers undoubtedly contributed to 
the service of the hospital, their training needs came 
first. This has been the main recommendation* of every 
report on nurse training... [p. 216]. 
But Christy [1980] found that "most hospital training 
schools were opened not for the purpose of educating 
nurses, but rather for the sole purpose of providing care 
for the hospitalized sick" [p. 493]. Of particular 
significance was the finding that "the needs of training 
and of hospital services may not coincide, and when the two 
are in conflict, the needs of the sick must predominate; 
the needs of education must yield [Goldmark Report, 1923, 
p. 195]. 
It certainly seems that: 
For more than half a century, directors of schools of 
nursing have been perplexed by the problem between 
trying to educate their nurses and at the same time 
with the same personnel to get the patients in 
hospitals cared for. As a rule, the two aims came into 
sharp conflict, and since the care of patients was of 
paramount importance, it was nursing education that 
assumed second place [Dolan, 1963, p. 324]. 
Needless to say, such practice drew severe criticism 
and there began a growing momentum to divide the 
responsibilities of the school of nursing from that of the 
hospital. With the opening of the University of Minnesota 
School of Nursing in 1909, there was a mechanism for making 
this a reality. 
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University Nursing Education 
Given the longevity of hospital based nurses* 
training, it is hard to believe that as early as 1876, 
Bellevue School of Nursing issued a report concerning the 
limitations imposed by the hospital and outlined a plan for 
a College of Nursing [Nutting, 1926]. In 1903, the Chicago 
University Record printed an article on Nursing education 
which declared that "the University is the only place where 
it can be properly carried on" [cited in Nutting, 1926, 
p. 304]. In 1904, Dr. R. W. Lovett, a physician on the 
Board of Management at Children's Hospital wrote that: 
The training of nurses now existing in nearly all 
hospitals in this country is open to the criticism 
that the training school is generally an appendage to 
the hospital, rather than a well-arranged educational 
institution [cited in Goostray, 1940, p. 34]. 
That same year, Children’s Hospital and Massachusetts 
General Hospital School of Nursing arranged to have their 
nursing students attend Simmons College for the first four 
months of the training. 
Sharing her concerns about hospital training, Nutting 
states in a 1916 speech that: 
The School of Nursing under the government of the 
hospital will remain the servant of its needs, without 
resources, without power to decide any vital questions 
in its own work, without freedom to develop in many 
essential ways. And it was, I suppose, at that period 
years ago when a little group of nurses began to 
recognize and to measure the deficiencies in their own 
training, when they realized that their schools could 
only remedy these by reaching beyond the resources and 
possibilities of hospitals, that the first step was 
taken in the evolution of Schools of Nursing from 
hospitals to Universities [1923, p. 298]. 
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Simply put, nursing education in a hospital training 
school differed in every conceivable aspect from that of a 
university setting. According to Bridgman [1953], they 
differed in "... basic organization, control, and support, 
and in the confusion of purpose between the economic 
servicing of hospitals and the most effective preparation 
of nurses for their functions as graduates” [p. 45]. These 
fundamental differences affected every area of the 
students* education. 
The Goldmark Report [1923] noted that the ”... 
university school of nursing possesses unique advantages in 
respect to both of the essentials for success in nursing 
education ...” [p. 25]. Elaborating on this, the report 
states that: 
It possesses the power of independent educational 
leadership and is grounded on the solid foundations of 
educational ideals, to a degree which a training 
school committee, ultimately responsible to a board of 
hospital trustees, can seldom hope to realize; and it 
is likely to obtain financial resources to a more 
nearly adequate extent. Furthermore, ... [it] has 
unique opportunities to attract students of the type 
so greatly needed for the fulfillment of the higher 
tasks in the nursing of the future [pp. 25-26]. 
With an emphasis on education, one of the first areas 
that reflected a change was in the leadership of the school 
of nursing. In a hospital based nursing program, the 
Committee on the Grading of Nursing Schools [1934] found 
that the: 
... director of the school is usually the nurse who is 
in charge of the hospital department of nursing. She 
is usually officially subordinate to the hospital 
superintendent. She is selected, paid, and employed by 
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the board of directors of the hospital, on the 
recommendation of the hospital superintendent ... 
[p. 85]. 
While she certainly was concerned about the education of 
her students, she was at the very least, equally concerned 
about the patients and the type of care that they were 
receiving. When a conflict occurred, her loyalties could be 
easily divided. It certainly seemed that "where the nursing 
needs of the patients conflict with the educational needs 
of the students, the hospital nursing service had one rule: 
* the patient must come first*" [Committee on the Grading of 
Nursing Schools, 1934, p. 86]. 
In the University setting, it was noted that the 
department of nursing had its "... own dean or director, a 
nurse who should be also a college graduate and who should 
combine with the highest professional qualifications some 
experience of college or university teaching" [Goldmark 
Report, 1923, p. 490]. Additionally, she should be 
appointed by an educational board at the professional 
school and should be a capable administrator, able to work 
with others, to delegate responsibilities, and be familiar 
with all the different fields of nursing to which her 
graduates may go [Committee on the Grading of Nursing 
Schools, 1934]. Her main concern would center on the 
educational endeavors of the students, and not with the 
staffing needs of the hospital. 
Equally as important as the director, are the faculty 
who teach in the nursing schools. Christy notes that: 
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Well into the 1930s and 40s most hospitals 
employed few graduate staff nurses, depending 
essentially on nursing students for nursing services. 
Supervision, teaching, and ward management were part 
of the "training," with second- and third-year 
students functioning as head nurses. As students 
advanced through the program, they were utilized 
increasingly as ward managers -- and, concomitantly, 
as instructors of junior students [1981, p. 494]. 
When formal training did take place, the Committee on the 
Grading of Nursing Schools [1934] noted that "practically 
all the teaching the students receive on the wards is given 
by the head nurse and their assistants. There are only a 
few ward instructors, and those few have so many students 
to care for that the share for any given student is almost 
negligible" [p. 185]. However, the "training" that the 
students received from the head nurse was also 
questionable. The Committee explains that: 
... the typical head nurse is ... on duty eight hours 
a day. She spends about 2 1/2 hours on records, 1 1/2 
hours on doctors, a little less than 2 1/2 hours on 
housekeeping and directing maids and receiving 
visitors, 1 hour at patients* bedsides, and 40 minutes 
a day in direct contact with students. In these forty 
minutes are included reports and orders. It does not 
allow much time for class teaching. It allows still 
less for that kind of individual instruction which 
gives to apprentice training its peculiar value [1934, 
p. 186]. 
In 1942, The National League of Nursing Education 
found that the faculty for hospital based nursing programs 
were still employees of the institution, identifying their 
service positions as: 
... dean, director or principal; assistants, both day 
and night; instructors, including the clinical 
teachers who are usually supervisors of the hospital 
clinical services; and assistant clinical instructors, 
who usually hold the position of head nurse in the 
nursing department [p. 13]. 
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Bridgman [1953] raises the concern that: 
The supervision of students, if done entirely by 
service personnel, is ... limited by the pressures of 
their own work and often by lack of preparation. In 
other words, it is administrative rather than 
educational supervision, directed toward the minimum 
skills required for getting the work done rather than 
toward the continuous intellectual and emotional 
growth of the student [p. 67]. 
Explaining that in various university science courses, "the 
proportion of laboratory work to classroom instruction is 
determined by the faculty on the basis of what they believe 
will best serve the learning process," Bridgman points out 
that in many nursing programs, "the proportion of clinical 
practice to instruction has been determined, not as a 
matter of educational policy, but on the basis of the 
amount of student service demanded by the hospital" 
[p. 45]. 
Furthermore, "if students are to do more than learn 
techniques mechanically, they need continuous teaching and 
guidance by instructors competent to explain the 
relationships between principles and practice and with 
sufficient time to do it thoroughly" [Bridgman, 1953, 
p. 67]. This definitely raised additional concern as to 
whether these hospital employees possess the educational 
qualifications necessary for their teaching positions. 
In exploring this, the Committee on the Grading of 
Nursing Schools found that, "twenty-nine per cent of the 
nurse faculty members have never finished high school, and 
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only 20% have had as much as 1 year of college [1934, 
p. 191]. Their recommendation was that: 
In every professional school of nursing the majority 
of the faculty should be registered nurses, and where 
consistent with other professional qualifications they 
should all be college graduates. Every nurse faculty 
member should have some capacity for teaching and none 
of them should be selected because of her 
administrative ability alone. [Additionally], every 
member should have some specialized training in her 
particular field [p. 147]. 
Certainly, "on the side of instruction, the training 
school, unendowed as it is, can rarely afford the best 
teaching; the college or university connection guarantees 
teaching by men and women who are not only specialists in 
their subjects but trained teachers as well" [Goldmark 
Report, 1923, p. 483]. Thus, Nutting [1926] expressed the 
belief that "for the ideal control of Schools of Nursing in 
the future we shall, I am confident, turn more to the 
University" [p. 225], and therefore, "the educational 
process ... gradually, although not completely, moved from 
the hospital to the academic setting" [Millonig, 1986, 
p. 166] . 
University Nursing Faculty 
Since many of these faculty lacked the Master’s degree 
that the University community deemed essential at that 
time, "most individuals who had taught in diploma schools 
... found themselves academically unqualified to serve on 
school of nursing faculties" [Mauksch, 1980, p. 21]. The 
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Brown Report published in 1948, makes mention of the fact 
that in order to ”... obtain a better prepared faculty" 
there was a "... need for improved programs in the 
educational preparation of the graduate nurse" [p. 48], and 
"interestingly, a survey of master’s degree content in the 
*40s and *50s reveals an emphasis on education, supervision 
and administration" [Mauksch, 1980, p. 21]. 
Graduate courses dealt with such subjects as 
curriculum development, test construction, and other 
essential skills that would provide the nursing faculty 
with the educational background necessary for them to 
develop as University professors [Millonig, 1986; Joel, 
1983]. Since relatively few master’s degrees offered a 
significant clinical component to their graduate education, 
nursing faculty focused on a principal commitment to 
teaching, not to clinical competence. While this "... was 
not viewed as a problem by most faculty ... at the time" 
[Millonig, 1986, p. 166], it seems that "as nurse faculty 
continued to become entrenched in academic circles, 
professionals in the service arena became apprehensive 
about the clinical competence of their academic colleagues" 
[p. 167]. 
In a 1959 report published by the National League for 
Nursing expressing the viewpoints of representatives from 
both nursing service and nursing educations, Harry W. 
Martin, a noted sociologist and coordinator of a social 
science and psychiatry project at the University of North 
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Carolina School of Nursing, observed that "one outstanding 
result of the change to the role of ’nothing but teacher* 
has been that nurses can become teachers of nursing by 
virtue of academic degrees with little or no actual nursing 
experience" [quoted in Christy, 1981, p. 496], a finding 
that led Mauksch to note that "increasingly, the content of 
[nursing] classes was derived from textbooks and periodic 
literature rather than from concurrent practice experience" 
[1980, p. 21]. Spero felt that by pursuing scholarly 
activities that would "... elevate our status and gain 
acceptance from university peers" many nursing faculty ". . . 
all but abandoned [the] traditional investments in clinical 
practice, maintaining only those skills believed essential 
to the instruction of students in practice settings" [1980, 
p. 23] . 
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Thus, Lambert and Lambert [1988b] claim that "the 
world of nursing instruction in the 1950s and 1960s became 
a *do as I say, not as I do,* setting with little evidence 
that nursing faculty, practitioners, and students got 
together in any way to use their skills and knowledge to 
solve patients* nursing problems" [p. 347]. By the 
mid-sixties, however, things had started to change. 
Wiedenback [1969] noted, that in a society where: 
... scientific and medical knowledge is rapidly 
expanding and the realities are constantly changing, 
the nurse’s ways of functioning and responding must 
also change. Competencies developed in nursing 
experiences of yesterday may not be adequate in those 
of today [p. 63]. 
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Nurses were finding themselves caught in the middle of a 
technical explosion, and a growing emphasis was being 
placed on the graduate practitioner tract as a way to 
increase the clinical competencies of these nurses already 
in practice. Graduates from such programs were expected to 
be ”... skilled at obtaining health histories, performing 
physical assessments, offering guidance and counseling, and 
treating minor illness” [Kemp, Pillitteri, & Brown, 1989, 
p. 16]. Therefore, Wakefield-Fisher maintains that: 
Through the mid to late sixties, nurses repositioned 
themselves within the health care system and the 
educational system. Graduate degree preparation 
acquired an expanded focus, including clinical 
specialization as a curriculum component. Toward the 
end of the sixties and the early seventies, a combined 
nursing service-nursing education was reintroduced 
[1983, pp. 207-208]. 
Thus, ”... it wasn't until the early 1970s that the lack of 
faculty involvement in the practice setting became an issue 
for some faculty members” [Millonig, 1986, p. 167]. As 
nurse practitioner programs continued to develop, it became 
increasingly apparent that "in order for nurse practitioner 
faculty to maintain their competency and proficiency, it 
was necessary for them to practice as well as teach” 
[p. 167]. 
Early Models of Faculty Practice 
It certainly seems that in "looking back, with the 
great asset of hindsight, we see that nursing education s 
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attempt to become accepted and hopefully respected in 
academia was all-consuming” [Mauksch, 1980, p. 22]. While 
the serious consequences of such involvement were not 
apparent to most nursing leaders until the 70s, there were 
some important pioneers who recognized the need to unify 
service and education earlier and attempted to address this 
issue based on their own convictions. 
University of Florida 
Dorothy Smith strongly felt that "Teaching, writing 
and research in the college should directly reflect what 
was being learned and tested through clinical practice" 
[Spero, p. 3], and so in 1956, she insisted that her 
appointment as Dean to the College of Nursing at the 
University of Florida be coupled with an appointment as 
Chief of Nursing Practice at the J. Hillis Miller Health 
Center of the University [Fagin, 1985]. Through her unified 
position, Smith was able to appoint her nursing faculty to 
the Center’s clinical section, thus giving them 
responsibility for patient care as well as student 
education. She firmly believed that "Nursing faculty should 
be well-prepared teachers and expert practitioners who were 
capable of identifying patient care problems and applying 
investigational methods for possible solutions" [Lambert & 
Lambert, 1988b, p. 347]. While her specific model of 
clinical practice by the nursing faculty at the University 
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of Florida only lasted until her retirement in 1972, the 
process of involving nursing faculty in practice activities 
had begun in earnest. "The patterns of organization [for 
unification faculty practice] at both Rush and Rochester 
can be said to have been spawned by the University of 
Florida example" [Fagin, 1985, p. 5]. 
Case Western Reserve University 
Around the same time that Smith was developing the 
beginnings of the unification model, Rozella Schlotfeldt at 
Case Western Reserve University, armed with her belief that 
"Leadership from a university nursing faculty is the sine 
qua non of an effective nursing program in any university 
medical center" [cited in Lambert & Lambert, 1988b, 
p. 347], was designing a model to promote collaboration 
between the University School of Nursing and the Department 
of Nursing of the University Hospitals of Cleveland. A 
pilot project was given faculty approval in 1961 [Fagin, 
1985] and implemented to test this interinstitutional 
design in psychiatric and rehabilitation nursing [MacPhail, 
1983]. Meeting with success, the W. K. Kellogg Foundation 
in 1966 agreed to provide $216,000 to help support a 5-year 
demonstration project designed to implement this concept 
throughout all clinical services [Lambert & Lambert, 1988b, 
MacPhail, 1983]. 
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Since this model involved two separate institutions, 
each with its own governing board, administration and 
budget, flexibility was built in by making several types of 
.joint appointment available. The Shared Appointment was 
designed for individuals who had "specific responsibilities 
in both organizations [and] which involved sharing of cost 
and time commitment" between both institutions [MacPhail, 
1983, p. 643]. This sharing could be on any proportional 
basis, depending on the needs of each institution as 
determined by the chief nursing executives of each 
organization. 
The Faculty-Associate Appointment was held by 
instructors whose "primary responsibilities were to the 
school, with the associate in nursing appointment providing 
practice and research privileges" [p. 643]. Of particular 
interest was the fact that the dean held an appointment as 
administrative associate in nursing in the hospital. 
The Clinical Appointment was the third type of joint 
appointment held by "outstanding nurses in clinical 
agencies who met the academic standards and could favorably 
influence student learning and research" [MacPhail, 1980, 
p. 34]. They were paid by the health care agency in which 
they had their primary responsibility, but they were 
involved in the teaching and committee work at the 
University. 
Since the time of the original demonstration project, 
MacPhail maintains that this "model has been proved to be a 
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viable one which can be adapted to other setting" [1983, 
p. 644]. She does specifically mention that "the support of 
the two nurse executives is vital, as is support of the 
collaboration/unification concept by the top executives in 
both organizations" [1980, p. 34] for this approach to work 
successfully. Additionally, she maintains that since 
"students of organizational behavior emphasize the 
importance of incentive and reward on influencing 
behavior," that changes are needed in the academic system 
of incentives and rewards "if leadership in nursing 
practice and faculty involvement in practice are to become 
realities" [p. 35]. To her, such incentives would include 
legitimizing practice as a part of the faculty role with 
its inclusion in tenure and promotion decisions, arranging 
flexible scheduling of faculty time and changing curriculum 
structures to reconstruct work load requirements. 
Yale University 
In 1964, Mrs. Wald, the Dean of the School of Nursing 
at Yale University, established a .joint appointment model 
for her psychiatric nursing faculty at the Connecticut 
Mental Health Center. This venture was planned as part of 
the Center*s structure from its very inception [Diers, 
1980]. By helping to establish staffing patterns in several 
inpatient units at the Center, Wald was able to reach an 
agreement with the institution that all senior positions 
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would be faculty appointments. These positions came with 
appropriate faculty rank and teaching responsibilities, and 
were originally paid for by state funds contracted through 
the University. Joint appointments were also established at 
Yale New Haven Hospital with nurse practitioners serving as 
faculty. They were responsible for clinical and classroom 
teaching as well as carrying their own patient case load. 
In addition to the joint appointments, Diers [1980] 
identifies three other models of faculty practice at Yale. 
They include: dual appointments t where the individual has 
essentially two part-time jobs - one in the clinical agency 
and the other in the university; nurse-midwifery faculty 
owning and operating their own services in a private 
practice as well as an arranged fee-for-hire contract with 
clinical agencies; and faculty moonlighting in their own 
specialty area, most often in psychiatric nursing. 
Diers maintains that "If faculty practice is to evolve 
as an institutional commitment, the internal structures of 
the school must support the effort" [1980, p. 12]. At Yale, 
their mission and philosophy statements support faculty 
practice and coincide with the criteria for faculty 
appointment, reappointment and promotion. The amount of 
"busywork" is kept to a minimum limiting committees and 
meeting times. Additionally, the teaching load is kept 
deliberately low, the administrative structure is 
non—hierarchical, and most school business is done by small 
groups of compatible faculty. 
62 
Diers feels that, in order to be successful, faculty 
"... must be guided in [their] early efforts and given the 
full support of both school and clinical institution" 
[p. 12]. Thus, individual faculty are given considerable 
authority and autonomy over their practice endeavors, while 
"the appointments and tenure system serves as a reward 
system (the salary system being a reward system as well, 
but somewhat less directly)" [p. 13]. 
Statement of Belief Regarding Faculty Practice 
Believing that "The future of nursing in all delivery 
settings depends to a major extent on how the entire 
profession views the significance of nursing practice and 
what we do about that practice" [1980, p. 22] Dr. Ingeborg 
Mauksch, director of the Robert Wood Johnson Nurse Faculty 
Fellowships Program in Primary Care, held an informal 
meeting on January 12, 1979 with thirteen nursing leaders 
to discuss the difficulties that nursing fellows were 
having in finding support for clinical practice 
opportunities [Lambert & Lambert, 1988b]. Dr. Mauksch 
strongly felt the need for these leaders to "endorse the 
practice of young faculty preparing for careers in clinical 
primary care nursing" [Lambert & Lambert, 1988b, p. 345], 
and it was her hope that they would "encourage their fellow 
deans and other leaders in nursing to be supportive of 
these new academic clinical practitioners" [p. 346]. 
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The outcome of her efforts was the formulation of a 
support statement which called for a commitment to the 
unification of nursing education and service and the need 
for nursing educators and nursing administrators to 
collaborate in the development of additional unification 
models of nursing faculty practice [Nursing Outlook. 1979, 
p. 158]. In order to accomplish this, some of the issues 
that needed to be addressed were: 
(1) Developing commitment to the concept. 
(2) Legitimizing nursing faculty practice as an 
integral part of faculty role. 
(3) Developing the organizational mechanisms and 
professional relationships to support faculty 
practice, research and teaching. 
(4) Designing incentives for faculty to promote 
integration of practice into research and teaching, 
such as appointment, promotion, retention and tenure 
criteria. 
(5) Developing financial resources and mechanisms to 
implement the concept. 
(6) Building a data base to document outcomes. 
(7) Creating strategies and forums for dealing with 
joint practice issues. 
(8) Restructuring of nursing curriculum. 
(9) Providing opportunities for faculty development of 
new roles [Nursing Outlook, 1979, p. 158]. 
While most of these recommendations had already been 
identified as necessary elements to encourage faculty 
practice activities in the early practice models at Case 
Western University and Yale, (i.e., restructuring the 
curriculum; providing incentives in terms of salary, 
tenure, promotion, and reappointment; a mission and 
phil osophy committed to the practice concept; formal joint 
appointments and other models to support practice), this 
statement formalized the administrative support mechanisms 
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that were necessary to encourage faculty practice. The 
conceptual framework of support, particularly 
supervisor/administrative support, will be discussed. 
Conceptual Framework 
House [1981], a sociologist and educator, believes 
that "we all have an intuitive sense of what constitutes 
... support: we know people who we regard as ’supporters’ 
or ’supportive* of us, from whom we receive support, and to 
whom we often give it" [p. 13]. Beginning with our parents, 
we usually feel supported by members in our immediate 
personal environment such as our family and friends, and 
eventually from certain people in our extended social 
environment consisting of school, work, and other 
affiliations and organizations. What we experience from 
these supportive individuals is "help; comfort" or feeling 
that they "keep [us] from falling, slipping, or sinking" or 
that they give us "courage ... or confidence; ... give 
approval; vindicate or corroborate; sustain; maintain or 
provide [us] ... with money or subsistence" [p. 131]. 
Concerning himself with social support which can be 
generally defined as "support accessible to an individual 
through social ties to other individuals, groups, and the 
larger community" [Lin, Simeone, Ensel, and Kuo, 1979, 
p. 109], House specifically explores this concept in 
relation to the work community. Feeling that "the time and 
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importance most adults invest in their work suggests that 
what happens on the job can have pervasive effects on their 
health and well-being" [1981, p. 8], House examines the 
effect that social support can have on reducing 
occupational stress in the work environment. 
Noting that even in situations where "workers do not 
formally change their jobs," but that "the nature of their 
jobs may change radically around them as a result of 
technical and organizational change," House indicates that 
"job change is a major potential source of occupational 
stress in our society" [p. 63]. In looking at this from a 
nursing perspective, it appears that "the role of the nurse 
educator could be a prime example of a profession whose 
role has often been ambiguous, questioned from both in and 
outside of the profession, and has undergone considerable 
change" [Wakefield-Fisher, 1983, p. 208]. Explaining that 
while: 
Obligations to carry out nursing research were 
virtually unheard of until the 1950s ... with the move 
into university settings, however, research has become 
a role obligation. The inclusion of faculty practice 
is yet another alteration in the role of the nurse 
educator [p. 208]. 
Thus, given this change in role expectations, nursing 
faculty who wish to engage in practice can be said to be 
experiencing "occupational stress". 
According to House, there are seven indicators of 
perceived occupational stress: 
job satisfaction and occupational self-esteem (lack 
of either is considered stressful), work load, role 
conflict, responsibility, conflict between job demands 
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and nonjob concerns such as family life, and quality 
concern or worry over not being able to do one’s job 
as well as one would like [1981, p. 72]; 
rather similar indicators to those already identified as 
barriers to nursing faculty practice [Lambert & Lambert, 
1988b; Millonig, 1986]. Reporting the results from his 
study examining the effects of social support on these 
particular indicators [House & Wells, 1978], House states 
that "supervisor support tends to moderately reduce all 
forms of perceived work stress (as supervisor support 
increases, satisfaction and esteem increase and job 
pressures such as job-nonjob conflict decrease)" and that 
"coworker support [had] a small to moderate main effect of 
reducing perceived stress" and "friend and relative support 
[had] only small and isolated effects on work stress and 
health" [1981, p. 74]. While his main concern was with the 
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effects that such support had on health issues, House also 
found that "enhanced support may improve individual and 
organizational effectiveness beyond its effects on stress 
or health or the relationship between them" [p. 9]. 
Certainly, evidence from the human resources area of 
organizational research has shown that "supportive behavior 
by work supervisors can improve both the morale and 
productivity of workers and reduce many forms of 
organizational stress" [p. 60] and "thus, supervisors are 
identified as a primary target to enhance work-related 
social support" [p. 95]. 
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Since supervisor support was able to reduce the 
particular indicators of occupational stress that resembled 
barriers to nursing faculty practice, then perhaps the same 
effects might be found with nursing administrative support. 
Chickadonz, Bush, Korthuis, and Utz [1981] found that in 
order to incorporate faculty practice into the role of the 
nurse educator, there had to be changes within the school 
of nursing which included "clarification of expectations 
and responsibilities, support for career development and 
role transition, provision of structure in which the change 
can occur, and recognition of the desired performance" 
[p. 552]. They fully believed that "The role of the 
administrator is critical to the successful accomplishment 
of the desired change" [p. 552], and furthermore, that 
there needs to be a "... supportive climate ... in which 
faculty can express their doubts and triumphs" [p. 553] . 
Usually "studies of social support have most often 
asked people to rate how much ... support they are 
receiving from others — asking ... for example, how much 
[the] supervisor or spouse is concerned about [the workers] 
welfare. The resulting answers are usually termed 
subjective or perceived support" [p. 27]. In the Anderson 
and Pierce [1983] study exploring the views of faculty 
engaged in clinical practice, administrative support was 
perceived to be the greatest facilitator of clinical 
practice activities, and while identifying these 
perceptions may be "appropriate because social support is 
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likely to be effective only to the extent it is 
perceived,” it certainly seems that "increasingly ... 
researchers will need to get what are often termed measures 
of objective support" [House, 1981, p. 27]. 
Ideally evidence of objective support might include 
"the observations of one or more trained scientific 
observers using methods of proven reliability and 
validity;" however a much "simpler substitute for such 
scientific observations is to ask how much support [the] 
supervisor or spouse or a neutral observer feels [the 
worker is] receiving" [p. 27]. In order to do this, House 
identifies "... four broad classes or types of supportive 
behaviors or acts" [1981, p. 24]. 
The most important one, according to House, is 
"emotional support, which involves providing empathy, 
caring, love, and trust" [p. 24] to another individual. 
House feels that emotional support is included in one form 
or another in all the schemes reviewed and that it is the 
one "individuals think of [when describing] people [as] 
being 'supportive* toward them" [p. 24]. 
Instrumental support involves "instrumental behaviors 
that directly help the person in need" [p. 24]. Individuals 
can be said to be providing instrumental support when they 
"help other people do their work, take care of them, or 
help them pay their bills" [p. 25]. 
Informational support occurs when a person is provided 
"with information that the person can use in coping with 
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personal and environmental problems" [p. 25]. In contrast 
to instrumental support, such information is not "in and of 
itself helpful, rather it helps people to help themselves" 
[p. 25]. For example, informational support would be in 
evidence when an unemployed person was told of specific job 
opportunities. 
Finally, appraisal support, like informational 
support, involves only the transmission of information; 
however, "the information involved in appraisal support is 
relevant to self-evaluation" [p. 25]. Workers may be told 
that they are doing good (or poor) job, or they may be 
provided with guidelines indicating the performance of an 
average worker, and allowed to decide for themselves where 
their performance fits in. 
Chickadonz, Bush, Korthuis, and Utz also felt that 
"The articulation of desired behaviors remains in the 
category of values and attitudes until the words are 
followed by action" [1981, p. 553]. For the nursing faculty 
in their school who "... risked incorporating practice into 
their roles ..." the dean was able to provide: informal 
support, problem-solving assistance, and formal 
recognition. Explaining that: 
In all of these instances, the dean worked closely 
with the nursing faculty, helping with problem solving 
and providing support and encouragement.... In 
addition to informal support, formal recognition for 
practice activities was provided through faculty and 
merit evaluation processes, and recognition awards 
were initiated for outstanding performance in nursing 
practice. In the process of evaluation, the 
organization established congruence between its 
expectations and its actions [p. 553]. 
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Dickens [1983] believes that the "four areas 
[identified by Chickadonz, Bush, Korthuis, and Utz, as 
essential to establishing nursing faculty practice] can be 
seen as examples of House*s conceptualization of the four 
broad categories of supportive behaviors" [p. 125], 
Furthermore, Dickens maintains that "in order to determine 
evidence for mechanisms of support potentially available to 
faculty teaching in nursing programs who also practice, it 
[is] necessary to make these concepts operational" 
[p. 125]. 
To her, acceptable evidence of informational support 
includes a "clear statement of the school’s expectations of 
the faculty members* responsibility," a specific 
"definition of practice behaviors" and the "amount of time" 
faculty were required to devote to practice activities 
[p. 125]. Evidence of instrumental support includes 
"compensation to practicing faculty in terms of release 
time, altered schedules, sabbaticals, leaves of absence, or 
financial remuneration;" a "formal structure" allowing for 
"collaboration between the school and practice 
institution;" a mechanism for "promoting and facilitating 
the achievement of faculty practice;" and faculty members 
exerting "control [over] their time commitments to the 
practice" [p. 125]. 
For appraisal support, there has to be evidence of a 
mechanism for "the recognition and evaluation of practice 
activities" included in a specific "promotion policy, 
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tenure policy, or annual evaluation of faculty by 
administrators" [p. 126]. Lastly, evidence of emotional 
support is shown in the "willingness of the administrator 
of the school to support the practice activities" as notes 
in the demonstration of the other support mechanisms, and 
the "networking and mutual trust and/or caring among 
faculty" [p. 127]. 
In looking at this set of operational definitions, the 
majority of supportive evidence lies well within the 
administrative realm and therefore, can be explored by 
surveying nursing administrators. 
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CHAPTER 3 
PROCEDURES AND METHODS 
Introduction 
This study was designed to explore the relationship 
between the level of collegiate administrative support and 
the extent of nursing faculty practice. Specifically, the 
researcher was seeking to: (1) determine the extent to 
which administrative supports were currently available to 
practicing faculty; (2) determine which supports came under 
the direct control or direct influence of the 
administrators; (3) identify reasons why certain supports 
were not available within particular institutions; (4) 
identify the importance of faculty practice as a 
criterion for promotion/merit and tenure decisions; (5) 
identify specific changes that nursing administrators would 
like to have made in the criteria and importance of 
promotion/merit and tenure decisions; (6) and determine if 
the various administrative supports had any effect on the 
extent of faculty engaging in practice. 
Additionally, in order to provide concrete data to 
encourage administrators to continue their support of 
faculty practice or to persuade other administrators to 
initiate such incentives, the researcher was seeking to. 
(7) determine the extent to which benefits attributed 
73 
to faculty practice from the literature were actually being 
observed by nursing administrators (8) and which specific 
benefits would encourage administrators to continue support 
or initiate support for nursing faculty practice. 
Selection of the Population 
The population for this study was the collegiate 
administrators of nursing programs in the United States. In 
order to reduce bias due to possible variations within 
programs or on faculty role expectations and 
responsibilities at different educational levels, this 
study focused exclusively on baccalaureate nursing programs 
accredited by the National League for Nursing and listed in 
State-Approved Schools of Nursing R.N. 1990 . There were 
431 accredited baccalaureate nursing programs at the time 
the study was conducted and questionnaires were mailed to 
the nursing administrators of all of these programs. Those 
administrators returning a completed questionnaire by the 
cutoff date were the final subjects of the study. 
Data Collecting Instrument 
A researcher developed questionnaire consisting of 
both structured and open-ended questions was used for 
collecting the data (Appendix A). Rummel [1964] indicates 
that some advantages of the structured item is that it . . . 
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requires only a checking or writing in of a scaled value 
judgment, and also enables one to ask several more specific 
questions about the same list of activities " [p. 123]. 
Additionally, DuVall [1973] maintains that this type of 
question "... may be used to secure categorized data [and] 
... exercise a directive influence in obtaining responses" 
[p. 142]. The advantages of an open form question "may be 
... to provide a more concise picture of how the respondent 
reacts to various topics" [p. 142] and can "... yield a 
wide range of information and indicate the respondent’s 
level of knowledge" [Asher, 1976, p. 175]. 
Thus, using both structured and open-ended items, the 
questionnaire sought information regarding: the number of 
faculty who were engaged in clinical practice; the presence 
of supports for faculty engaging in practice; the supports 
that came under the direct control or influence of the 
administrator; the reasons why supports were not available; 
and the benefits that would encourage continued support or 
initiate support. 
The specific items selected to indicate administrative 
support were based on the operational criteria developed by 
Dicken [1983] to reflect House’s [1981] social support 
concept, as well as additional items selected by the 
researcher from the review of the literature. Thus, 
informational support, which exists when a faculty member 
is given information needed to cope with personal and 
environmental problems, included the presence of guidelines 
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regarding clinical faculty practice, the definition of 
practice behaviors, the amount of time faculty were 
expected to devote to practice, and the number of years 
that the guidelines were in existence. 
Evidence of instrumental support, which directly helps 
practicing faculty do their work, takes care of them, or 
helps them pay their bills, was noted by questions 
indicating assistance with teaching, compensating faculty 
in terms of time or financial reimbursement, and formal 
arrangements for practice. 
Indication of appraisal support, which helps faculty 
members evaluate themselves, was noted by the presence of 
practice as a criterion in tenure, merit, or promotion 
decisions and how important it was in making these 
decisions as compared to other criteria. 
Finally, emotional support, which provides empathy, 
caring, trust to faculty members, was shown by asking 
administrators to indicate the reasons why supports were 
not available to faculty, if that were the case, to 
indicate if they did not value faculty practice in 
particular, and to identify the availability of networking 
among practicing faculty. 
The benefits listed were those repeatedly identified 
in the literature as being attributed to faculty engaged in 
clinical practice [Cook & Finelli, 1988; Lambert & Lambert, 
1988b; McClure, 1987; Kramer, Polironi & Organek, 1986; 
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Bellinger, Reid & Sanders, 1985; Ford & Kitzman, 1983; 
MacPhail, 1983; Kent, 1980; Mauksch, 1980; Miller, 1980]. 
The questionnaire also included demographic items that 
might have influenced the extent of faculty involved in 
practice. These included such variables as the number of: 
undergraduate students, full-time faculty, part-time 
faculty, faculty not involved in clinical supervision, 
faculty with doctorates, tenured faculty, student contact 
hours, publications, grants, research projects, and the 
criteria for promotion/merit and tenure decisions and their 
relative importance. 
Reliability and Validity 
According to Sowell and Casey [1982], "The consistency 
or dependability of measures obtained from an instrument is 
referred to as reliability" [p. 70]. Since the respondents 
to the questionnaire were asked to identify the existence 
of actual measures of support in their institution, it can 
be assumed that their responses were accurate and would be 
consistent with responses given to a second completion of 
the same questionnaire. Therefore, a sense of reliability 
can be inferred. 
Validity is shown by the "... extent to which tasks, 
observational systems, questionnaires, and ratings are 
effective, truthful, and genuine, in serving their stated 
purpose" [Asher, 1976, p. 97]. Since the respondents were 
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assured confidentiality, both for themselves and their 
nursing programs, their responses can be assumed to be 
truthful, and therefore, assumed to be valid. Additionally, 
both content and construct validity were addressed in 
developing this questionnaire. 
In order to have content validity, the questionnaire 
"... must have items that are representative of the scope 
and content of the study area and should be definitive of 
the achievement to be measured" [Asher, 1976, p. 98]. Since 
items to be included in the questionnaire were developed 
following an extensive review of the literature dealing 
with faculty practice, and covered the scope of supports, 
barriers, and benefits identified in the literature, 
content validity can be assumed. 
Construct validity is said to exist when "... an 
instrument measures the concept it claims to measure" 
[Sowell & Casey, 1982, p. 68]. This can be accomplished 
through the use of experts, provided that the "persons 
validating a construct ... have a thorough understanding of 
the ... theories from which the construct is emerging" 
[Asher, 1976, p. 99]. The questionnaire was therefore 
reviewed by the nursing practice faculty member of the 
dissertation committee and two nursing faculty who were 
actively involved in faculty practice. Based on their 
recommendations, changes were made in the wording and 
format of particular questions and definitions were 
included. 
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Additionally, "following revisions resulting from the 
first testing, the investigator will want to ask persons 
meeting the criteria for the eventual population sample to 
respond to the questionnaire" [Wandelt, 1970, p. 189]. 
Therefore, the questionnaire was then reviewed by one nurse 
educator actively involved in faculty clinical practice who 
was also a former nursing administrator and by a nursing 
administrator from a two year associate degree program. 
After their review, the wording of some support choices 
were changed. Based on these two levels of review, 
construct validity for the questionnaire can be assumed. 
Data Collection Procedure 
The researcher developed questionnaire was mailed to 
administrators of all the baccalaureate nursing programs in 
the United States accredited by the National League for 
Nursing and listed in State-Approved Schools of Nursing 
R♦N. 1990. The primary advantage of using this method was 
that "it makes available, through the use of the mailed 
instrument, large segments of the total population which 
might otherwise be unavailable to the researcher [Duvall, 
1973, p. 147]. Additionally, "mailed questionnaires rule 
out the problem of interviewer bias; the respondent is less 
likely to be defensive about answering .•• sensitive 
questions" [Kuzma, 1984, p. 222]. 
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Each questionnaire was accompanied by a cover letter 
(Appendix B) indicating the intent of the study and 
assuring confidentiality for the respondent and the school. 
Questionnaires were coded for follow-up of non-respondents 
and for sending out study results to those requesting them. 
The return of the completed questionnaires indicated the 
willingness of administrators to participate in the study 
and to allow the researcher to use the data in the 
dissertation. 
A second mailing went out within three weeks of the 
original date to those administrators who had not 
responded. Included were a follow-up letter (Appendix C) 
and another copy of the questionnaire. Questionnaires 
received after the second cutoff date were not included in 
the study. 
A total of 306 completed questionnaires were received 
by the cutoff date, representing a 71 percent return rate. 
Kirlinger [1973] indicates that while response rates to 
mailed questionnaires are commonly as low as 40 or 50 
percent, response rates of 50 to 60 percent approach the 
acceptable level. The return rate for this study, 
therefore, was above the acceptable level. 
Limitations 
The study was limited by the questionnaire used, since 
there was no statistical way to test for reliability. 
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Sample bias may have occurred since the mailed 
questionnaire did not have a 100 percent response rate even 
after the second mailing, and the reasons for all 
non-responses were unknown. Additionally, the nursing 
administrators from the two programs in Montana did not 
respond, so no information is available from that state. 
The mailed questionnaire also provided no guarantee 
that the intended person actually completed the 
questionnaire [Kuzman, 1984], so the results may not 
accurately reflect the administrators* perceptions. 
Data Analysis 
Data from the completed questionnaires, except for 
certain responses from the open-ended questions, were coded 
and analyzed as an aggregate using the Statistical Package 
for the Social Sciences computer program. The majority of 
data was nominal in nature, that is data "classified into 
categories that [were] mutually exclusive and exhaustive 
[Sowell & Casey, 1982, p. 257]. Descriptive statistics 
using frequency and percent were therefore calculated. 
Chi-square tests of significance, utilized when data 
are in the form of frequency counts or distributions 
[Sowell & Casey, 1982, p. 122], were computed to determine 
whether a significant relationship existed between the 
administrative support variables, the control or influence 
that the administrator had over the support, the reasons 
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why the supports were not available, the demographic data, 
and the percentage of faculty involved in clinical 
practice. 
Written responses from the open-ended questions were 
coded into the structured categories they fit, i.e., "joint 
appointments" were coded into "formal arrangement between 
school and practicing faculty," or were otherwise 
classified and summarized. 
Definition of Terms 
Nursing Faculty Practice - activities of faculty in 
baccalaureate nursing programs that have the provision of 
service or care to patients/clients as their primary focus. 
This definition includes the roles of direct patient care, 
staff development dealing with patient contact, and nursing 
research in a clinical setting. While "moonlighting" for 
supplemental income has been excluded from some 
definitions, [Ford, 1983], it was included in this study 
since it does meet the direct patient care criterion and 
has been included in other studies dealing with faculty 
practice [Anderson & Pierson, 1983; Barger & Bridges, 
1987] . 
This definition excludes the clinical supervision 
and/or teaching of nursing students since the focus of this 
activity is primarily education. 
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Baccalaureate Nursing Programs - educational programs 
in a university or college which prepare men and/or women 
to function as registered nurses upon graduation and which 
offer a bachelor of science degree in nursing. 
For purposes of this study, those baccalaureate 
nursing programs which received National League for Nursing 
accreditation and were listed in State-Approved Schools of 
Nursing R.N. 1990 were used to provide an objective level 
of standardization. 
Collegiate Administrative Support - evidence of 
supports available to faculty engaging in clinical practice 
activities as reported by the administrator of the nursing 
program at the university or college. 
The specific supports identified by Dickens [1983] as 
well as those generated from a review of the literature by 
the researcher were used to operationalize House’s [1981] 
concept of social support. The four areas of support were 
emotional, appraisal, instrumental and informational 
supports. 
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CHAPTER 4 
ANALYSIS OF THE DATA 
Introduction 
Questionnaires were sent to the administrators of 431 
NLN accredited baccalaureate nursing programs nationwide. 
Responses were received from 328 administrators. Eighteen 
administrators declined to participate in the study due to 
the following reasons: only responding to official nursing 
related organizations or limiting the number of studies to 
which the administrator responds (4); questionnaire too 
time consuming (3); program phasing out or actually closed 
(3); multi-system program or faculty employed in other 
nursing programs (2); program not NLN accredited as of yet 
(3); not specified (3). 
Completed questionnaires were received from 310 
nursing administrators from every State except Montana 
(which had two NLN accredited baccalaureate nursing 
programs at the time of the study). Since four 
questionnaires were received after the cutoff date, 306 
questionnaires (71%) comprised the final sample for 
analysis. The data was analyzed using the Statistical 
Package for the Social Sciences. 
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Characteristics of the Nursing Programs 
Data representing the general characteristics of the 
nursing programs included in the study are presented in 
Table 1. Responses from the 306 nursing administrators were 
fairly equally divided between public institutions, 157 
(51.3%) and private institutions, 149 (48.7%). Enrollment 
figures for undergraduate students ranged from less than 
100 to over 400, with almost one third of the programs 
(32.2%) having an undergraduate enrollment of 100 to 199 
students. 
Almost half of the programs had 10 to 19 full-time 
undergraduate faculty (46.2%), and nearly one-third of the 
programs (31.2%) had nine or less faculty members. While 47 
programs (16.8%) had no part-time faculty, nearly 
three-quarters (73.1%) of the programs employed 1 to 9 
part-time faculty members. Seven administrators indicated 
that their faculty taught in both the graduate as well as 
the undergraduate program. Data from these programs were 
not included in the general characteristics, faculty 
characteristics or faculty productivity sections, but were 
reported in the "missing data" count. 
The usual number of student contact hours for 
undergraduate faculty is reported in Table 2. While contact 
hours ranged from less than 9 hours to over 30, 10 to 19 
(71.7%) hours was the most prevalent. 
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TABLE 1 
General Characteristics of Programs 
number_percent 
Type of School 
Public 157 51.3 
Private 149 48.7 
Total 306 100.0 
Undergraduate Enrollment 
1-99 61 20.6 
100 - 199 95 32.2 
200 - 299 67 22.6 
300 - 399 40 13.5 
400 - above 33 11.1 
missing data 12 
Total 306 100.0 
Full-time Nursing Faculty 
1-9 87 31.2 
10-19 129 46.2 
20 - 29 42 15.1 
30 - 39 11 3.9 
40 - above 10 3.6 
missing data 27 
Total 306 100.0 
Part-time Nursing Faculty 
none 47 16.8 
1-9 204 73.1 
10 - 19 26 9.3 
20 - above 2 • 8 
missing data 27 
Total 306 100.0 
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TABLE 2 
Usual Student Contact Hours for Undergraduate Faculty 
usual contact 
hours number percent 
1-9 5 1.8 
10 - 19 203 71.7 
20 - 29 71 25.1 
30 - 39 4 1.4 
missing data 
Total 
23 
306 100.0 
Almost two-thirds of the programs (63%) required all 
faculty to participate in the clinical supervision of 
students, while slightly over one-third did not require 
this of all their faculty members. These results are 
presented in Table 3. The actual number not doing clinical 
supervision ranged from 1 to 9 for the five programs whose 
administrators indicated a specific number. 
TABLE 3 
Clinical Supervision Required of Faculty 
supervision required number_percent 
184 63 
108 37 
14 _ 
Total 306 100.0 
* 1-9 faculty indicated by 5 administrators 
yes 
no* * 
missing data 
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Characteristics of the Faculty 
The characteristics of the faculty represented in the 
study are presented in Table 4. The number of faculty with 
doctorates ranged from none (5.8%) to 40 or above (0.4%), 
with more than three-quarters of the programs (77.5%) 
having 1 to 9 faculty with doctorates. The number of 
tenured faculty ranged from none (8.8%) to over 30 (2.1%), 
with most programs again having 1 to 9 (66.5%) tenured 
faculty members. Twenty-five programs had no tenure 
policies. 
Almost all of the programs (94.6%) in the study had 
faculty who were involved in faculty practice, with 
administrators from only 16 programs (5.4%) indicating that 
they did not have anyone engaged in faculty practice. Six 
administrators did not respond to this question. The 
largest percentage of reporting programs (67.9%) had 
between 1 and 9 faculty engaged in clinical practice, 
although one program (0.4%) had 40 or more practicing 
faculty. Two administrators indicated that they "didn’t 
know" how many faculty were involved in practice either 
because they "didn’t keep records on what faculty do other 
than their expected work’ or that they "do not ask for that 
information." 
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TABLE 4 
Characteristics of Faculty 
number_percent 
Faculty with Doctorates 
none 16 
1-9 213 
10 - 19 35 
20 - 29 7 
30 - 39 3 
40 - above 1 
missing data 31 
Total 306 
Faculty with Tenure 
none 22 
1-9 165 
10 - 19 47 
20 - 29 9 
30 - 39 5 
No tenure 25 
missing data • 33 
Total 306 
Faculty in Practice 
yes 284 
no 16 
missing data 6 
Total 306 
Number of Faculty Engaged in Practice 
none 16 
1-9 180 
10 - 19 55 
20 - 29 9 
30 - 39 4 
40 - above 1 
missing data 41 
Total 306 
5.8 
77.5 
12.7 
2.5 
1.1 
.4 
100.0 
8.8 
66.5 
19 
3.6 
2.1 
100.0 
94.6 
5.4 
100.0 
6 
67.9 
20.8 
3.4 
1.5 
.4 
100.0 
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Faculty Productivity 
As shown in Table 5, the annual number of faculty 
publications ranged from none (13.4%) to less than 30 
(2.8%), with over three-quarters of the programs (77.1%) 
having 1 to 9 publications on an annual basis. While almost 
three-quarters (69.5%) of the nursing programs also had 1 
to 9 annual grants, twice as many programs (28.5%) had no 
faculty grants. One program (0.4%) had 20 or more grants. 
TABLE 5 
Faculty Productivity 
number 
Annual Number of Publications 
none 34 
1-9 195 
10 - 19 17 
20-29 7 
missing data 53 
Total 306 
Annual Number of Grants 
none 7 2 
1-9 176 
10-19 4 
20 - above 1 
missing data 53 
Total 306 
Annual Number of Research Projects 
none 40 
1-9 194 
10 - 19 11 
20 - above 3 
missing data 58 
Total 306 
percent 
13.4 
77.1 
6.7 
2.8 
100.0 
28.5 
69.5 
1.6 
.4 
100.0 
16.1 
78.3 
4.4 
1.2 
100.0 
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Faculty research projects ranged from none (16.1%) 
to 20 and above (1.2%). The most frequent range of annual 
projects was 1 to 9 (78.3%). 
A chi-square analysis was done on the demographic 
data to test for the existence of a relationship between 
these variables and the number of faculty engaged in 
faculty practice. The results are reported in Table 6. 
The crosstabulatation tables for all significant chi-square 
analyses are found in Appendix D. 
TABLE 6 
Chi-Square: Percentage of Faculty in Practice 
Related to Demographic Variables 
chi- level of 
square significance 
Type of School 
Undergraduate Enrollment 
Full-time Nursing Faculty 
Part-time Nursing Faculty 
Usual Student Contact Hours 
Clinical Supervision Required 
Faculty with Doctorates 
Faculty with Tenure 
Annual Publications 
Annual Grants 
Annual Research Projects 
17.6246 
12.7309 
56.1762 
38.2098 
46.5496 
7.1584 
56.5796 
25.5432 
38.0405 
32.9695 
38.7230 
.0005* * 
.3889 
.0000* 
.0000* 
.0000* 
.0670 
.0000* 
.0124* 
.0000* 
.0001* 
.0000* 
* significant for p <.05. 
A significant relationship (p <.05) was found 
between nine demographic variables and the percentage of 
faculty engaged in practice in this study. The results 
showed that faculty in private schools had less of a 
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percentage of their faculty involved in practice than 
faculty in public schools. Programs that had more full-time 
and part-time faculty, had less faculty involved in 
practice. As student contact hours increased, less faculty 
were involved in clinical practice. 
Additionally, as the number of faculty with 
doctorates and tenure increased, less faculty were involved 
in clinical practice. Less faculty were also involved in 
clinical practice, when the number of annual publications, 
grants and research projects increased. 
Research Questions 
Since the purpose of this study was to explore the 
relationship between the level of collegiate administrative 
support and the extent of nursing faculty practice, data 
were collected to answer specific research questions which 
would assist in determining this relationship. 
Extent of Administrative Supports 
The first research question sought to determine 
the extent to which administrative supports were currently 
available to practicing faculty. In reporting the data, the 
specific administrative supports identified by Dickens 
[1983] and the researcher were grouped into the operational 
categories that reflected House’s [1981] social support. 
92 
Therefore, evidence of informational support, which exists 
when a faculty member is given information needed to cope 
with personal and environmental problems, was determined by 
the actual existence of guidelines for faculty practice and 
the specific expectations defined within them. The results 
are summarized in Table 7. 
Guidelines for clinical practice were available in 
only 62 nursing programs (20.3%) in the study, while 
administrators from more than three-quarters of the 
programs (79.7%) indicated that they did not have 
guidelines available. One program administrator did not 
respond to this question. For those programs with 
guidelines, slightly more than half (55.7%) had formal 
guidelines for faculty clinical practice while 25 programs 
(41%) had informal guidelines, and 2 programs (3.3%) had a 
combination of both formal and informal guidelines. 
The guidelines in only 9 programs (15.3%) 
indicated that clinical practice was a requirement for all 
faculty. In 22 programs (37.3%), administrators reported 
that guidelines encouraged faculty practice while in almost 
half of the programs (44.1%), the guidelines merely 
identified options that were available for practice. 
Administrators from 2 programs (3.4%) indicated that their 
guidelines both encouraged the faculty to practice as well 
as presented options available for faculty to engage in 
practice. 
93 
TABLE 7 
Informational Support Present 
number percent 
Guidelines Available for Faculty Practice 
yes 62 
no 243 
missing data  1 
Total 306 
Types of Guidelines 
Formal 34 
Informal 25 
Both 2 
missing data 1 
Total 62 
Faculty Practice 
Required 9 
Encouraged 22 
Identify Options Available 26 
Encouraged and Identify Options 2 
missing data _3 
Total 62 
Years Guidelines in Operation 
less than 1 8 
1-3 15 
4-6 20 
7-9 7 
10 - above 9 
missing data _3. 
Total 62 
Guidelines Specify 
Definition of Practice 5 
Expectation of Faculty 15 
Time Required for Practice 9 
Definition and Expectation 5 
Definition and Time Required 1 
Expectations and Time Required 3 
Definition, Expectation and Time 3 
not specify 
Total 62 
20.3 
79.7 
100.0 
55.7 
41 
3.3 
100.0 
15.2 
37.3 
44.1 
3.4 
100.0 
13.6 
25.4 
33.9 
11.8 
15.3 
100.0 
12.2 
36.6 
22 
12.2 
2.4 
7.3 
7.3 
100.0 
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Only five programs (12.2%) had guidelines that defined 
faculty clinical practice, while over one third (36.6%) 
indicated the schools expectations of practicing faculty. 
The amount of time required for practice activities was 
specified in 9 programs (22%). Two-way combinations of 
these three variables were reported by administrators in 9 
(21.9%) programs, while guidelines in 3 programs (7.3%) 
included all three variables. 
Guidelines for faculty practice were in existence from 
less than one year in 8 programs (13.6%) to 10 years or 
more in 9 programs (15.3%). Slightly over one third (33.9%) 
of the programs had guidelines in existence for 4-6 years. 
Six programs were willing to share their guidelines and 
they are included in Appendix E to J. 
While data from programs requiring faculty to engage 
« 
in practice were included in the general analysis, the 
supports available for faculty specifically required to 
practice were identified and reported as a separate 
percentage. Table 8 presents the informational supports 
available for these faculty. It is interesting to note that 
in 77.7% of these programs the guidelines did not define 
practice, but did include expectations and/or time 
requirement for practice. No guidelines for required 
practice were in operation for more than 9 years. 
Instrumental support directly helps practicing faculty 
do their work, takes care of them, or helps them pay their 
bills. Evidence of this type of support was noted by 
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grouping responses to questions indicating assistance with 
teaching, compensating faculty in terms of financial 
reimbursement, and the existence of formal arrangements for 
practice. As can be seen in Table 9, only three 
TABLE 8 
Informational Support Present for Faculty Required to 
Practice 
number percent 
Guidelines Available for Faculty Practice 
yes 
no 
Total 
9 100.0 
0 00.0 
9 100.0 
Types of Guidelines 
Formal 
Informal 
Both 
Total 
9 100.0 
0 00.0 
0 00.0 
9 100.0 
Years Guidelines in Operation 
less than 1 1 
1-3 3 
4-6 4 
7-9 1 
10 - above 0 
Total 9 
Guidelines Specify 
not 
Definition of Practice 
Expectation of Faculty 
Time Required for Practice 
Definition and Expectation 
Definition and Time Required 
Expectations and Time Required 
Definition, Expectation and Time 
specify 
Total 
0 
3 
2 
0 
0 
2 
1 
I 
9 
11.1 
33.3 
44.4 
11.1 
00.0 
100.0 
00.0 
33.3 
22.2 
00.0 
00.0 
22.2 
11.1 
100.0 
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instrumental supports (flexible teaching schedule, team 
taught courses, and academic year appointment) were 
available in 50% or more programs for practicing faculty. 
Since only programs reporting faculty engaged in practice 
were asked to respond to questions regarding instrumental 
support, appraisal support and emotional support, the total 
number of possible responses is 290. 
Written comments made by eleven administrators 
suggested that having an academic year appointment was 
important to faculty practice, since most of their faculty 
who engaged in practice activities did so primarily during 
summer months or weekends. This was identified as 
especially helpful for faculty who were hampered by 
TABLE 9 
Instrumental Support Present 
number percent 
Release time for clinical practice 
Sabbaticals for clinical practice 
Leaves of absence for clinical practice 
Flexible teaching schedule 
Use of teaching assistants 
Team taught courses 
Reduced committee responsibilities 
Reduced teaching load 
Academic year appointment 
Formal arrangement by school 
Financial remuneration for practice 
74 26.8 
58 21 
46 16.7 
143 51.8 
18 6.5 
138 50 
11 4 
22 8 
173 62.5 
53 19.2 
53 19.2 
missing data - 16 cases 
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contract constraints, since, as one administrator stated, 
they could practice ’’during the summer when they [were] 
* off contract*”. 
Slightly over one-fourth (26.8%) of the administrators 
indicated that release time was available for clinical 
practice. However, in written comments, seven 
administrators stated that all faculty had "one day a week 
to do research, continue to practice, etc.” as they saw 
f it. 
In only 8% of the programs (22) were reduced teaching 
loads possible for faculty engaging in practice activities, 
and only 4% of the programs (11) had reduced committee 
responsibilities available for practicing faculty. One 
administrator stated that both of these responsibilities 
were "expected of all faculty". 
Instrumental support present for faculty required to 
practice is presented in Table 10. 
In comparing these results with the instrumental 
supports generally present for all faculty, it can be seen 
that team taught courses (88.9%) and flexible teaching 
schedules (66.7%) were also present in more than half of 
the programs for faculty required to practice. 
However, it is interesting to note that only 2 
programs (22.2%) requiring faculty to engage in practice 
had an academic year appointment, while release time for 
practice was available in 66.7% of these programs. 
Additionally, a reduced teaching load was available in 
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TABLE 10 
Instrumental Support Present for Faculty Required to 
Practice 
number percent 
Release time for clinical practice 6 
Sabbaticals for clinical practice 1 
Leaves of absence for clinical practice 1 
Flexible teaching schedule 6 
Use of teaching assistants 1 
Team taught courses 8 
Reduced committee responsibilities 2 
Reduced teaching load 4 
Academic year appointment 2 
Formal arrangement by school 4 
Financial remuneration for practice 4 
66.7 
11.1 
11.1 
66.7 
11.1 
88.9 
22.2 
44.4 
22.2 
44.4 
44.4 
Total number of cases - 9 
almost half of these programs (44.4%) but reduction in 
committee responsibilities was still low (22.2%). 
Indications of appraisal support, which helps faculty 
members evaluate themselves, was noted by the presence of 
practice as a criterion in reappointment, merit, and tenure 
decisions. While 21% programs (58) used faculty practice as 
a criteria for merit only 15.6% (43) used it as a criteria 
for tenure. An even fewer number of programs (36) used it 
for reappointment decisions. The results are summarized in 
Table 11. 
Table 12 shows the appraisal support that is available 
for faculty required to practice. 
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As can be seen, faculty practice is used as a 
criterion for merit decisions in over half of these 
programs (55.6%) and slightly over two-thirds use it in 
tenure decisions. 
TABLE 11 
Appraisal Support Present 
number percent 
Faculty practice used for reappointment 36 13 
Faculty practice used for merit 58 21 
Faculty practice used f or tenure 43 15.6 
missing data - 16 cases 
TABLE 12 
Appraisal Support Present for Faculty Required to 
Practice 
number percent 
Faculty practice used for reappointment 4 44.4 
Faculty practice used for merit 5 55.6 
Faculty practice used for tenure 6 66.7 
Total number of cases - 9 
Emotional support, which provides empathy, caring, and 
trust to faculty members, was shown by asking 
administrators to indicate if they did not value faculty 
practice, if they did not see the support as helpful, or if 
faculty practice required too much effort to set up. The 
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checked responses were recoded so that these variables 
could be restated into positive statements. Additionally, 
the availability of networking among other practicing 
faculty was also identified as an indicator of emotional 
support. The results are reported in Table 13. 
Unfortunately, administrators indicated that question nine 
on the questionnaire was too confusing and difficult to 
understand and many chose not to answer it; therefore the 
last three variables have a lower response rate than 
networking, which was part of question 7. 
While networking with other faculty was available in 
less than one-fifth of the programs (18.5%), most 
administrators valued faculty practice (92%), saw supports 
as helpful (89.9%), and did not think that supports were 
too much effort to set up (90.9%). 
TABLE 13 
Emotional Support Present 
number percent 
Networking with other practicing faculty 
Administrator values Faculty Practice* * 
Administrator sees support as helpful** 
Not too much effort to set up** 
missing data - 16 cases 
*missing data - 79 cases 
**missing data - 94 cases 
51 18.5 
193 91.5 
176 89.8 
178 90.8 
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For faculty required to engage in practice, networking 
was available in almost half of these programs (44.4%), and 
all of the administrators valued faculty practice. Table 14 
summarizes these results. 
TABLE 14 
Emotional Support Present for Faculty Required to 
Practice 
number percent 
Networking with other practicing faculty 4 44.4 
Administrator values faculty practice 5* 100.0 
Administrator sees support as helpful 3* 60.0 
Not too much effort to set up 4* 80.0 
Total number of cases - 9 
♦Total number of cases - 5 
Other supports written in by administrators were 
summarized and categorized by the type of administrative 
support they represented. These data are presented in Table 
15. Since the numbers for each category were small, 
percentages were not computed. 
From the other supports identified by administrators, 
it seems that additional appraisal support was available to 
some faculty since faculty clinical practice was used as 
evidence of achievement of different criteria in merit, 
reappointment, promotion and tenure decisions. It was 
interesting to note that 4 administrators said that they 
provided "encouragement" or "support [for] faculty in any 
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way [we] can," but did not provide concrete evidence of how 
this was done. One administrator stated that "support is 
merely my knowledge that they are employed". Another 
administrator noted that there was "no support given; 
faculty must work their individual practices in and around 
the faculty load". 
TABLE 15 
Summary of Other Supports Identified by Administrators 
and Listed by Administrative Support Categories 
Other Supports 
Identified by Administrators_number 
Informational Support 
Practice stated in philosophy and 
purpose 1 
State accrediting body requires practice 1 
Instrumental Support 
Opportunities initiated by local hospitals 2 
Informal arrangements between school and faculty 1 
Negotiated in professional growth plan 1 
Earnings used for travel, dues, computers, etc. 1 
Liability insurance paid 1 
Supported by grant 1 
Appraisal Support 
Practice considered part of: 
Community service 
Clinical competency 
Teaching workload 
Faculty development 
Reflected positively in evaluations 
Used as criteria for promotion 
Emotional Support 
Encouragement/support from administrator 
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Supports under Administrators * Control or Influence 
In addition to determining the extent of supports 
currently available to practicing faculty, the researcher 
was seeking to determine which of these supports were under 
the direct control or influence of the nursing 
administrator. Since most administrators do not directly 
control or influence guidelines for practice, (usually this 
responsibility is delegated to a committee), the effort and 
helpfulness of a support, or the concrete value of faculty 
practice, only instrumental supports, appraisal supports 
and one aspect of emotional supports were dealt with. The 
results are summarized in Table 16 to Table 18. 
TABLE 16 
Administrative Control or Influence over 
Instrumental Support 
number percent 
Release time for clinical practice 
Sabbaticals for clinical practice 
Leaves of absence for clinical practice 
Flexible teaching schedule 
Use of teaching assistants 
Team taught courses 
Reduced committee responsibilities 
Reduced teaching load 
Academic year appointment 
Formal arrangement by school 
Financial remuneration for practice 
• 92 33.6 
54 19.7 
53 19.3 
155 56.6 
32 11.7 
141 51.5 
37 13.5 
57 20.8 
92 33.6 
73 26.6 
35 12.8 
missing data - 18 cases 
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TABLE 17 
Administrative Control or Influence over 
Appraisal Support 
number percent 
Faculty practice used f or reappointment 45 16.4 
Faculty practice used for merit 64 23.4 
Faculty practice used f or tenure 45 16.4 
missing data - 18 cases 
TABLE 18 
Administrative Control or Influence over 
Emotional Support 
number percent 
Networking with other practicing faculty 43 15.7 
missing data - 18 cases 
As can be seen in Table 16, more than half of the 
administrators had direct control or influence over the use 
of flexible teaching schedules (56.6%) and the use of team 
taught courses (51.5%) as evidence of instrument support. 
It is interesting to note that both of these supports for 
practicing faculty were reported as being available in half 
of the programs (see Table 9). 
One-third of all administrators indicated that they 
had control or direct influence over release time (33.6%) 
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and academic year appointment (33.6%), while 26.6% 
indicated that they had control or influence over formal 
arrangements for faculty to practice by the school. All 
other instrumental, appraisal and emotional support 
variables listed in Tables 16 to 18 were under the direct 
control or influence of less than one-quarter of these 
nursing administrators. 
A chi-square analysis was done to determine if a 
significant relationship existed between the availability 
of a support and the administrators* control or direct 
influence over it. Table 19 to Table 21 show the results of 
TABLE 19 
Chi-Square: Percentage of Instrumental Support Present 
Related to Administrative Control or Influence 
chi- level of 
square significance 
Release time for clinical practice 
Sabbaticals for clinical practice 
Leaves of absence for practice 
Flexible teaching schedule 
Use of teaching assistants 
Team taught courses 
Reduced committee responsibilities 
Reduced teaching load 
Academic year appointment 
Formal arrangement by school 
Financial remuneration for practice 
129.2101 .0000* 
60.6519 .0000* 
84.7039 .0000* 
132.9422 .0000* 
69.3222 .0000* 
135.5343 .0000* 
29.0561 .0000* 
49.6040 .0000* 
37.0725 .0000* 
115.3965 .0000* 
26.3033 .0000* 
missing data - 18 cases 
* significant for p <.05 
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the analysis, and indicate that there is a significant 
relationship between all of the support variables and the 
control or influence that the administrator has over the 
support. Therefore, if the administrator has control or 
influence over an institutional support, it is usually 
available for practicing faculty. 
TABLE 20 
Chi-Square: Percentage of Appraisal Support Present 
Related to Administrative Control or Influence 
chi- level of 
square significance 
Faculty practice used for reappointment 88.5698 .0000* * 
Faculty practice used for merit 108.5415 .0000* 
Faculty practice used for tenure 128.9299 .0000* 
missing data - 18 cases 
* significant for p <.05 
TABLE 21 
Chi-Square: Percentage of Emotional 
Related to Administrative Control 
Support Present 
or Influence 
chi- level of 
square significance 
Networking with practicing faculty 55.1326 .0000* 
missing data - 18 cases 
* significant for p <.05 
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Reasons for Unavailability of Supports 
The third research question was concerned with 
identifying the reasons why specific supports were not 
available to practicing faculty in baccalaureate nursing 
programs. The question was originally asked in such a way 
as to have collegiate administrators identify the reasons 
why each specific support was not available, but since the 
question was identified as "too confusing" or "not 
understood" by five respondents and answered by simply 
checking the general categories in almost three-quarters 
(74.5%) of the questionnaires, the frequencies for the 
categories were merely tallied up with no attempt to 
identify a specific reason for the lack of a particular 
support. 
As can be seen in Table 22, over two-thirds of the 
administrators (67.6%) indicated that there were "other" 
reasons for lack of supports in their institutions and of 
those other categories, financial constraints were 
identified as a reason for the lack of supports in most of 
the programs (62.2%). One nursing administrator indicated 
that financial constraints "just about sum[med] it up' . 
Additionally, not having enough faculty to free up other 
faculty (49.5%), having no teaching assistants available 
(44.4%), and the school having no control over implementing 
the supports (44.4%) were identified as reasons for the 
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lack of administrative supports in almost half of the 
programs. 
TABLE 22 
Reasons for Unavailability of Supports 
number percent 
Administrator not value faculty practice* 17 8.5 
Faculty not express interest in practice 43 20.6 
Faculty not want to engage in practice 27 12.9 
Other 142 67.6 
Financial constraints 125 62.2 
School cannot implement it 88 44.4 
Administrator has no control over it 62 31.3 
Not enough faculty to free up others 98 49.5 
No teaching assistants available 88 44.4 
Administrator not see support helpful 20 10.1 
Faculty contract constraints 50 25.3 
Too much effort to set up 18 9.1 
missing data - 79 to 94 cases 
♦University administrator indicated in 11 cases 
Written responses were categorized and are summarized 
in Table 23. Since the numbers in each category were low, 
no percentages were computed. 
It should be noted that even though 8.5% nursing 
administrators indicated that supports were unavailable 
because the administrator did not value faculty practice, 
64.7% of that number indicated that it was the University 
administrator who was being identified. 
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TABLE 23 
Other Reasons Stated for Unavailability of Supports 
Category of Comment_number 
Not part of promotion/tenure reward system 7 
State policies/law 6 
Heavy teaching load 5 
No formal process/policies 4 
Personal/health reasons 4 
Other priorities 4 
Other pressures/responsibilities 3 
Not enough time/too tired 3 
Small program 2 
Clinical/class schedule not flexible 2 
Graduate students not interested in TA 1 
Conflicts with agency needs and faculty 1 
Practice not usual form of behavior in 
Liberal Arts college 1 
Other faculty not value it 1 
Faculty make own arrangements 1 
Institution not see it as its responsibility 1 
Faculty not interested in institutional 
support 1 
Not part of job requirement • 1 
The other reasons identified for the lack of 
supports in a particular institution cover the gamut 
from program size to state policies to personal reasons. 
Some of the reasons stated seem to reflect the question 
of why faculty do not engage in practice (i.e., health 
reasons * too tired) and not just reasons why supports 
were unavailable. 
A chi-square analysis was performed between the 
percentage of faculty in practice at a given nursing 
program and the reasons why supports were unavailable. 
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Table 24 shows that a significant relationship (p < .05) 
exists between the three variables of: faculty do not 
express an interest in practice; the school cannot 
implement it; and no teaching assistants available; and 
the number of faculty involved in clinical practice. The 
percentage of faculty engaged in practice decreases as 
the frequencies of these other variables increase. 
TABLE 24 
Chi-Square: Percentage of Faculty in Practice 
Related to Unavailability of Supports 
chi- level of 
square significance 
Administrator not value practice 
Faculty not express interest in practice 
Faculty not want to engage in practice 
Other 
Financial constraints 
School cannot implement it 
Administrator has no control over it 
Not enough faculty to free up others 
No teaching assistants available 
Administrator not see support as helpfi 
Faculty contract constraints 
Too much effort to set up 
1.7251 .6314 
14.5135 . 0023* * 
3.3365 .3426 
3.6149 .3062 
3.4266 .3304 
7.8635 .0489* 
4.2418 .2365 
7.5422 .0565 
18.1369 .0004* 
1 .1374 .9770 
.9346 .8171 
1.4379 .6967 
* significant for p <.05 
Faculty Practice Criterion in Promotion/Merit and Tenure 
Decisions 
The fourth research question was concerned with 
identifying the importance of faculty practice as a 
criterion in promotion/merit and tenure decisions. It was 
the intent of the researcher to have administrators 
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indicate the particular criteria that were actually used in 
making these decisions and then to have the administrators 
rank them in importance, starting with number 1 as the most 
important. 
Since all criteria were not used in every institution, 
the directions did not give a number for the least 
important criteria, but by this omission, the results were 
inconsistent from one program to another. Thus, even though 
some administrators rank ordered the importance on a scale 
ranging from 1 to as high as 8, the scale was collapsed to 
a three point scale: with 1 and 2 being the most important; 
3, 4, and 5 being of moderate importance; and 6, 7, and 8 
being the least important. 
As can be seen in Table 25 and Table 26, faculty 
practice as a criterion was used in the fewest number of 
programs for both promotion/merit decisions (38.6%) and 
tenure decisions (34.5%). Additionally, even when it was 
used, it was perceived to be the least important criteria 
in 39.6% of the programs for promotion/merit decisions and 
in almost half (46%) of the programs for tenure decisions. 
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TABLE 25 
Importance of Criteria in Promotion/Merit Decisions 
Criterion 
number of 
programs 
use for 
decision 
Level 
Most 
% 
of Importance 
Moderate Least 
% % 
Academic Credentials 272 84.3% 12.8% 2.9% 
Teaching 298 89.4% 10.6% 0.0% 
Scholarly Output 278 57.4% 38.2% 4.4% 
College Service 294 40.6% 55.9% 3.5% 
Community Service 285 30.2% 61.9% 7.9% 
Clinical Competence 218 54.6% 33.2% 12.2% 
Faculty Practice 118 20.8% 39.6% 39.6% 
Consultation 129 13.5% 45.1% 41.4% 
missing data - 8 cases 
TABLE 26 
Importance of Criteria in Tenure Decisions 
number of 
programs Level of Importance 
use for Most Moderate Least 
Criterion decision % % % 
Academic Credential s 246 85.4% 12.3% 2.3% 
Teaching 267 89.7% 10.3% 0.0% 
Scholarly Output 252 61.1% 34.9% 4.0% 
College Service 259 46.6% 50.9% 2.5% 
Community Service 258 32.5% 60.1% 7.4% 
Clinical Competence 179 56.3% 32.9% 10.8% 
Faculty Practice 92 15.8% 38.2% 46.0% 
Consultation 116 14.6 43.8 41.6% 
missing data - 7 cases 
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Changes in Criteria and Importance for Promotion/Merit and 
Tenure Decisions 
The general comments made by administrators indicating 
changes that they would like to make in the criteria and/or 
importance of the criteria for promotion/merit and tenure 
decisions are listed in Table 27 and Table 28. From the 37 
written responses, over half (56.8%) of the nursing 
administrators indicated that they would like to see the 
inclusion of faculty clinical practice as a criterion for 
promotion/merit and/or tenure decisions. Additionally, 
slightly over one-third (35.7%) of 65 respondents stated 
that they would like to see faculty clinical practice 
increase in importance as a criteria or be counted as 
scholarship or community service. 
TABLE 27 
Changes in Promotion/Merit and Tenure Criteria 
Category of Comment number percent 
Inclusion of: 
Faculty clinical practice 21 56.8 
Consultation 2 5.4 
Scholarly output 2 5.4 
Academic credentials 4 10.8 
Community services 2 5.4 
Clinical competence 2 5.4 
Professional organizations 1 2.7 
Reward leadership - chair of department 1 2.7 
Eliminate tenure 1 2.7 
Have two tracks 1 2.7 
based on 37 responses 
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TABLE 28 
Changes in Importance in Promotion/Merit and Tenure 
Criteria 
Category of Comment number percent 
Increase importance of: 
faculty clinical practice 20 
scholarly output 15 
community service 1 
academic credentials 5 
research 1 
college service 1 
clinical competence 3 
teaching 8 
Equalize importance of: 
teaching and research 2 
faculty practice and scholarship 2 
faculty practice and community service 1 
Decrease importance of: 
scholarship 2 
academic credentials 1 
student opinions 1 
community service 2 
based on 65 responses 
30.8 
23.1 
1.5 
7.7 
1.5 
1.5 
4.6 
12.4 
3.1 
3.1 
1.5 
3.1 
1.5 
1.5 
3.1 
Effect of Administrative Supports on Faculty Engaged in 
Practice 
The sixth research question was concerned with 
determining if any of the various administrative supports 
had any effect on the extent of faculty engaging in 
clinical practice. Since this question was specifically 
looking for the presence of a significant relationship, a 
chi-square analysis was done between the administrative 
support variables and the percent of faculty engaged in 
practice. Table 29 to Table 32 report the results. 
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TABLE 29 
Chi-Square: Percentage of Faculty in Practice 
Related to Informational Support 
chi- 
square 
level of 
significance 
Guidelines available for practice+ 8.1354 .0433* 
Types of guidelines++ 3.0719 .7998 
Faculty practice: required, 
given options, encouraged++ 11.8596 .2213 
Years guidelines in operation++ 10.2413 .5948 
Guidelines specify: definition, 
time, expectations++ 24.3662 . 1434 
+ based on 305 cases 
++ based on 64 cases 
* significant for p <.05 
TABLE 30 
Chi-Square: Percentage of Faculty in Practice 
Related to Instrumental Support 
chi- level of 
square significance 
Release time for clinical practice 
Sabbaticals for clinical practice 
Leaves of absence for practice 
Flexible teaching schedule 
Use of teaching assistants 
Team taught courses 
Reduced committee responsibilities 
Reduced teaching load 
Academic year appointment 
Formal arrangement by school 
Financial remuneration for practice 
14.0013 
1.2099 
.5481 
.4359 
5.7697 
11.9050 
3.7386 
6.8737 
3.4437 
3.9772 
3.9772 
.0029* 
.7506 
.9082 
.9327 
.1234 
.0077* 
.2911 
.0760 
.3281 
.2639 
.2639 
missing data - 16 cases 
* significant for p <.05 
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TABLE 31 
Chi-Square: Percentage of Faculty in Practice 
Related to Appraisal Support 
chi- level of 
square significance 
Faculty practice used for reappointment 4.1379 .2469 
Faculty practice used for merit .7703 .8566 
Faculty practice used for tenure 3.8994 .2725 
missing data - 16 cases 
TABLE 32 
Chi-Square: Percentage of Faculty in Practice 
Related to Emotional Support 
chi- level of 
square significance 
Networking with other faculty. 7.0848 .0692 
Administrator values practice* * 14.5135 .6316 
Administrator sees support as helpful* .1374 .9770 
Not too much trouble to set up* 1.4379 .6967 
missing data - 16 cases 
*missing data - 79 to 94 cases 
Significant relationships were found between the 
informational support variable of guidelines available for 
practice and the two instrumental support variables of 
release time for clinical practice and team taught courses 
with the percent of faculty engaged in practice. As all 
three variables increased in frequency, the percent of 
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faculty engaged in practice also increased. All other 
variables were not significantly related to practice. 
Benefits from Faculty Practice Identified by Administrators 
The last two research questions were designed to 
determine the extent to which benefits attributed to 
faculty practice from the literature were actually being 
seen by nursing administrators and which benefits would 
encourage collegiate administrators to initiate or continue 
support. The benefits observed by the administrators are 
summarized in Table 33. 
TABLE 33 
Benefits of Faculty Practice Identified by Administrators 
number percent 
Clinical teaching is improved 
Community/service relations are improved 
Subjects available for research 
Faculty research is increased 
Clinical issues for publication accessible 
Faculty publications increased 
School income increased 
Faculty income supplemented 
Clinical skills and competencies upgraded 
Credibility increased 
Provide role model for students 
Gain respect from clinical staff 
Realism is increased in the classroom 
Quality of care improved in agencies 
Professional development increased 
Greater work satisfaction expressed 
210 78.6 
215 80.5 
91 34.1 
48 18 
60 22.5 
32 12 
23 8.6 
206 77.2 
230 86.1 
223 83.5 
200 74.9 
217 81.3 
201 75.3 
118 44.2 
140 52.4 
89 33.3 
missing data = 23 cases 
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Administrators reported that upgraded clinical skills 
and competencies were the most frequently (86.1%) observed 
benefits, with increased credibility (83.5%), respect from 
clinical staff (81.3%), and improved community/service 
relationships (80.5%) all fairly equally observed. It is 
interesting to note that slightly less than two-fifths 
(34.1%) indicated that subjects were available for 
research, and less than one-fifth (18%) indicated that 
faculty research was increased. 
Additionally, only slightly more than one-fifth 
(22.5%) of the administrators indicated that clinical 
issues were accessible for publication and slightly more 
than one-tenth (12%) indicated that that faculty 
publications were actually increased. Written comments 
stating additional benefits identified included "more 
credibility among other professional disciplines," 
"communication with clinical agencies improved," "faculty 
sense of competency increased," and "faculty gain 
satisfaction from practice". One administrator wrote that 
he/she had "seen no benefit to department". 
The results listed in Table 34 show that for those 
administrators indicating a response, almost all of them 
(98.2%) would be encouraged to continue support or would be 
encouraged to initiate support (94.2%) for the specific 
benefits identified in Table 35. Unfortunately, while many 
administrators responded to the question concerning the 
continuation of supports, a large number did not respond to 
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TABLE 34 
Administrators Encouraged to Continue or Initiate 
Support 
 number percent 
Encouraged to continue support* 214 98.2 
Encouraged to initiate support** 97 94.2 
* missing data - 76 cases 
** missing data - 192 cases 
the question of being encouraged to initiate support. 
Furthermore, many administrators did not check which 
benefits would encourage them to provide support. 
TABLE 35 
Benefits Identified that Would Encourage Administrators 
to Continue or Initiate Support 
number percent 
Clinical teaching is improved 
Community/service relations are improved 
Subjects available for research 
Faculty research is increased 
Clinical issues for publication accessible 
Faculty publications increased 
School income increased 
Faculty income supplemented 
Clinical skills and competencies upgraded 
Credibility increased 
Provide role model for students 
Gain respect from clinical staff 
Realism is increased in the classroom 
Quality of care improved in agencies 
Professional development increased 
Greater work satisfaction expressed 
149 88.2 
144 85.2 
101 59.8 
101 59.8 
95 56.2 
89 52.7 
61 36.1 
116 68.6 
153 90.5 
143 84.6 
143 84.6 
138 81.7 
141 83.4 
118 69.8 
123 72.8 
92 54.1 
missing data - 137 cases 
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The upgrading of clinical skills and competencies was 
again the most frequently identified benefit (90.5%), but 
in addition to increased credibility (84.6%), respect from 
clinical staff (81.7%), and improved community/service 
relations (85.2%), administrators also identified improved 
clinical teaching (88.2%), providing student role models 
(84.6%), and increasing realism in the classroom (83.4%) as 
other benefits that would highly encourage them to 
encourage or initiate support for practice. 
It is again interesting to notice that slightly less 
than three-fifths (59.8%) would be encouraged to continue 
or initiate support for having subjects available for 
research or having faculty research increased even though 
23.1% of the written comments indicated that the 
administrators would like to see research, as part of 
scholarly output increased in importance in promotion/merit 
and tenure decisions (see Table 28). Additionally, even 
fewer administrators indicated that having clinical issues 
accessible for publication (56.2%) and increased faculty 
publications (52.7%) would encourage or continue supports. 
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CHAPTER 5 
SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS 
Summary 
The purpose of this study was to explore the 
relationship between the level of collegiate administrative 
support and the extent of nursing faculty practice. This 
was done by seeking answers to specific research questions 
designed to: (1) determine the administrative supports that 
were currently available to practicing faculty; (2) 
determine which supports came under the direct control or 
direct influence of the administrator; (3) identify reasons 
why certain supports were not available within particular 
institutions; (4) identify the importance of faculty 
practice as a criterion for promotion/merit and tenure 
decisions; (5) identify specific changes that nursing 
administrators would like to have made in the criteria and 
importance of promotion/merit and tenure decisions; and (6) 
determine if the various administrative supports had any 
effect on the extent of faculty engaging in practice. 
Additionally, in order to identify whether benefits 
attributed to faculty practice in the literature were 
actually being seen by administrators, the researcher was 
seeking to: (7) determine the benefits of faculty practice 
as perceived by collegiate administrators; and (8) 
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identify those benefits that would initiate or continue 
support. 
The population for this study consisted of all 
collegiate administrators of baccalaureate nursing programs 
in the United States accredited by the National League for 
Nursing and listed in State-Approved Schools of Nursing 
R.N. 1990. A researcher developed questionnaire was sent to 
the administrators of these 431 nursing programs and 
completed questionnaires were received from 306 
administrators by the cutoff date. The response rate was 71 
percent. 
The data from the structured questions were computer 
analyzed using frequency and percent statistics. Chi-square 
tests of significance were performed to determine whether a 
significant relationship existed between the different 
variables and the number of faculty engaged in clinical 
practice. The written responses to the open-ended questions 
were coded into the structured categories, or were 
classified and summarized. 
Findings 
Demographic Data 
Analysis of the data revealed that the administrators 
who responded to this questionnaire were equally divided 
between public and private institutions. Neither the size 
123 
of the nursing program nor the requirement of clinical 
supervision of students were significantly related to the 
percentage of faculty involved in clinical practice. 
However, nine other demographic variables were 
significantly related at the p <.05 level. 
The results of the chi-square analysis showed that 
faculty in private schools had less percentage of their 
faculty involved in clinical practice than faculty in 
public schools. Perhaps the philosophy of private schools 
is different than that of public institutions, reflecting 
the teaching aspect of the nursing faculty member rather 
than the practice or research component. As one 
administrator put it "[We are in a] ... liberal arts 
institution — [and there is] not an appreciation for the 
clinical teaching component and clinical expertise". Barger 
* 
and Bridges [1987] found a similar result in their national 
study of baccalaureate nursing programs. 
Programs that had more faculty had less percentage of 
their faculty involved in practice. Since most programs in 
this study (94.6%) and in another dissertation (96.5%) 
concerning faculty practice in the United States [Barber, 
1986, p. 115] indicated some faculty involved in practice, 
perhaps the number of faculty interested in practice in a 
given institution is a fairly constant number, and as the 
number of faculty increase, the corresponding percentage of 
faculty engaging in practice decreases. 
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As the number of faculty with doctorates and tenure 
increased, the percentage of faculty involved in practice 
decreased. Perhaps the emphasis at the doctoral level is on 
actual research and not on clinical practice per se, even 
though practice could lead to research. This finding is 
consistent with Barger and Bridges* [1987] study which 
indicated ”... an inverse relationship between doctoral 
preparation and extent of practice ..." [p. 345]. One 
administrator wrote that "No tenured faculty engage in 
practice," and maybe once faculty have achieved tenure, 
they see no need to engage in practice. 
Barger and Bridges* [1987] study indicated that the 
faculty member engaging in practice "... is younger than 
his or her nonpracticing peers, possibly divorced, does not 
have an earned doctorate, and probably is not tenured" [p. 
344]. Their explanation is that "... the reason for 
practice may be financial, particularly for the young 
divorced individual who may need to provide for children" 
[p. 344]. Furthermore they propose that these "... younger, 
nontenured faculty members that are not doctorally prepared 
may not have decided to stay in academia and therefore may 
be keeping their options open by moonlighting in another 
institution" [p. 344]. 
Less faculty were also engaged in practice when the 
number of annual publications, grants, and research 
projects increased. Since, as one administrator put it We 
need all of the faculty resources for instruction and 
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research," it might be that when scholarly output is high 
there just is not enough time to do everything. 
Barger and Bridges [1987] found that faculty not 
engaged in research had a few more practice hours than 
those engaged in research, but that there was no 
significant difference between the two groups and there was 
no significant relationship between research and 
publication with practice. Data from the Barger and 
Bridges* [1987] study, however, did indicate that "... 
[while] faculty members are not generating research through 
their practice ... [they] are [also] not integrating the 
role components of practitioner and researcher ..." 
[p. 344]. This could easily contribute to "... the 
potential for role overload and role strain ..." [p. 344] 
and in the Anderson and Pierson study [1983], workload was 
perceived to be the primary inhibitor of practice. 
Parascenzo [1983] in her dissertation on the practice role, 
felt that "integrating practice and research roles more 
fully may be a way to increase the emphasis on one role 
without decreasing the emphasis on the other" [p. 172]. 
Furthermore, she states that "The research role will be 
rewarded, but in the process, faculty will be developing 
their practice role" [p. 172]. It seems that if faculty 
could integrate these roles, then research and publications 
would increase even when or maybe because, faculty practice 
increased. To date, administrators indicated that only 12% 
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saw publications increased and 18% saw research increased 
as a benefit of faculty practice. 
When the number of student contact hours increase, the 
percentage of practicing faculty decrease. This might also 
be related to the issue reported by administrators of "not 
enough time" or the fact that the "teaching load expected 
at our college [is] too heavy". However, this result is 
different from the Barger and Bridges’ [1987] study, which 
found "... no significant difference between practicing and 
nonpracticing faculty members in self-reported number of 
contact hours with students" [p. 344]. 
Research Questions 
Extent of Administrative Supports. Evidence of 
informational support was shown in 20.3% of programs which 
had guidelines for clinical practice. Of those 63 programs, 
only 9 required faculty to practice. The largest percentage 
of guidelines (36.6%) indicated the schools expectation of 
practicing faculty and were in existence 4 to 6 years. In 
the Barber [1986] dissertation, 21.1% of the programs had 
guidelines, while Bellinger, Reid, and Sanders’ [1985] 
study, showed that 30% of the responding nationwide 
programs had some sort of policy on faculty practice and 
32% of the responding programs in southeastern United 
States had policies [Dickens, 1983]. It seems that the 
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number of programs having a specific policy for practice 
might be decreasing, but, with most faculty engaging in 
informal arrangements for practice on weekends and summers, 
there may be no identified need for specific guidelines. 
However, since the response rates were less than 80% for 
all studies, the differences could simply be a reflection 
of different programs. 
Only the three variables of flexible teaching 
schedule, team taught courses, and academic year 
appointment which reflected instrumental support, were 
found in 50% or more nursing programs. For those programs 
requiring faculty to practice, it was release time, as well 
as flexible teaching schedules and team taught courses, 
that were present in over half of the institutions. 
Academic year appointments accounted for only 20.2% 
responses. Dickens [1983] found that less than 20% of the 
administrators indicated any evidence of instrumental 
support. 
Appraisal support for faculty in general was present 
in less than one-quarter of the programs. For faculty who 
were required to engage in practice, faculty practice was 
used as a criterion for merit decisions in over half of 
these programs and for tenure decisions in over two-thirds 
of these programs. Written comments indicated additional 
appraisal support might be available since practice could 
be used as evidence of achievement of different criteria in 
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merit, reappointment, promotion and tenure decisions. In 
Dickens’ [1983] study, the results were similar. 
While emotional support was shown by over 90% of 
administrators valuing faculty practice, seeing supports as 
helpful and not thinking that supports were too much effort 
to set up, concrete evidence of this support in terms of 
networking with other faculty was present in less than 20% 
of the programs. Programs which required faculty to engage 
in practice had networking available in over 40% of the 
cases and 100% of these administrators indicated that they 
valued faculty practice. Some administrators indicated that 
they provided "encouragement” or "support [for] faculty in 
any way [we] can," but did not provide concrete evidence of 
what the support might be. 
Supports under Administrators’ Control or Influence. 
Administrators reported that more than half of them had 
direct control or influence over flexible teaching 
schedules and team taught courses. All other instrumental 
supports could be controlled or influenced by a third or 
less of the administrators. Less than one-quarter of the 
administrators had control or influence over appraisal 
supports and less than 16% could control or influence 
networking with other faculty as evidence of emotional 
support. 
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A significant relationship existed between the 
availability of a support and the administrators ability to 
directly control or influence that support. Basically, if 
the administrator could control or influence it, the 
support was usually available for practicing faculty. 
Conversely, if the administrator could not control or 
influence the support, it was not available for these 
faculty. 
Reasons for Unavailability of Supports. Financial 
constraints were identified by the largest percentage of 
the administrators (62.2%) as the reason why supports were 
not available. Spero [1980] believes that if practice is 
added to the expectations of the faculty role "... then 
additional faculty [are] needed to maintain stable student 
enrollments and student full-time equivalent credits, 
neither of which can be ignored when negotiating budgets in 
an increasingly restrictive economic environment" [p. 5]. 
Furthermore, she maintains that nursing "... must be ever 
more resourceful in locating funds" [p. 5]. While she 
points out that private universities are appreciative of 
the benefits of endowments and fund raising and that state 
universities are beginning to actively participate in 
cultivating these sources, she also makes the point that 
"colleges of nursing must do likewise, as this is one way 
to maintain budgetary autonomy" [p. 5]. While financial 
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constraint is not significantly related to practice, enough 
concern is raised with this issue in the literature that 
creative finances would be helpful [Cook & Finelli, 1988; 
Parascenzo, 1983; Spero, 1980]. 
The variables of: the school could not implement a 
support, did not have enough faculty to free up others, and 
had no teaching assistants available, were also identified 
in just under half of the programs. 
Written responses indicating additional reasons for 
the unavailability of supports were varied and ranged from 
program size to state policies to personal reasons. 
A significant relationship was found between the three 
variables of: faculty not expressing an interest in 
practice, school cannot implement support, and no teaching 
assistants available, with the percentage of faculty 
involved in practice. Practice decreased as the frequencies 
for these other variables increased. 
Faculty Practice Criterion in Promotion/Merit and 
Tenure Decisions. Faculty practice was used as a criterion 
for promotion/merit and tenure decisions in the fewest 
number of programs. Additionally, even when it was used, it 
was perceived to be the least important criterion in 39.6% 
of the programs for promotion/merit and in almost half 
(46%) of the programs for tenure decisions. 
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Written comments indicating changes that 
administrators would like to make in the criteria or the 
importance of the criteria for these decisions showed that 
56.8% of the respondents would like to include faculty- 
practice as a criterion and 30.8% of those already using 
practice as a criterion, would like to increase the 
importance of practice in determining these decisions. 
Effect of Administrative Supports on Faculty Engaged 
in Practice. Significant relationships were found between 
the informational support of having guidelines available 
for practice and the two instrumental supports of release 
time for practice and team taught courses with the 
percentage of faculty engaged in practice. As evidence of 
these supports increased, practice increased. All other 
support variables were not significantly related to 
practice. 
Benefits from Faculty Practice Identified by 
Administrators. The most frequently observed benefits of 
faculty practice reported by administrators were upgraded 
clinical skills and competencies, increased credibility, 
respect from clinical staff, and improved community/service 
relationships. Less than 20% indicated that research or 
publications were increased. 
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Almost all of the administrators indicated that they 
would be encouraged to continue or initiate supports for 
specific benefits. These benefits included upgraded 
clinical skills and competencies, increased credibility, 
respect from clinical staff, and improved community/service 
relationships, already identified, as well as improved 
clinical teaching, providing role models for the students, 
and increasing realism in the classroom. Again, increasing 
faculty publications and research were some of the least 
identified benefits that would encourage support. 
Conclusions 
Based on the findings of this study, the following 
conclusions seem warranted. 
1. A small number of nursing faculty engage in 
faculty clinical practice in most programs. 
2. Evidence of administrative support is low in most 
nursing programs. 
3. If the administrator has control over an 
institutional support, it is usually available in the 
institution for faculty engaging in practice. If the 
administrator does not have control over it, it is not 
available. 
4. The reason supports are not available is most 
likely financial constraint. 
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5. If faculty do not express an interest in practice 
then significantly less of the faculty in the program 
engage in practice activity. 
6. Faculty practice is the least used criterion for 
promotion/merit and tenure decisions in nursing programs. 
7. Faculty in nursing programs in public institutions 
with practice guidelines, release time for practice and 
team taught courses engaged in clinical practice in 
significantly higher percentages than in other programs. 
8. All benefits attributed to faculty practice in the 
literature were identified by nursing administrators. 
9. Almost all administrators would be encouraged to 
continue or initiate support based on these benefits. 
Implications 
The nursing literature has shown that faculty practice 
provides specific benefits to both the faculty member and 
to the nursing program. Since recognition of these benefits 
was reported by almost all of the nursing administrators 
responding to this study, then it would seem that support 
for practice activities would be an important goal. 
Administrators indicated that they would be encouraged to 
continue or initiate support based on evidence of these 
benefits, but the supports presently available to 
practicing faculty are very limited. 
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Certainly the development of guidelines for practice 
would be an important start. Parsons and Felton [1987], 
Barger and Bridges [1987], Bellinger, Reid, and Sanders 
[1985], and Collison and Parsons [1980], all maintain that 
integration of the practitioner role could be more easily 
implemented if such guidelines existed. 
In this study, guidelines for practice was one aspect 
of informational support that was significantly related to 
the percent of faculty in practice in a given institution, 
and yet, it was present in only 20.3% of the nursing 
programs. Collison and Parsons [1980] found that at the 
University of South Carolina, it was the administrator who 
appointed faculty to a committee to study faculty practice 
and develop a position statement; other administrators 
might do well to pursue similar avenues to provide this 
support. 
Additionally, since surveyed administrators and 
faculty reported that clinical practice was usually done in 
addition to the required faculty load [Barber, 1986], and 
that the major reasons faculty gave for not practicing was 
the heavy faculty load and not having enough time [Barber, 
1986; Bellinger, Reid, & Sanders, 1985; Parascenzo, 1983], 
then utilizing instrumental support is important. Both 
release time for practice and team taught courses were 
significantly related to a higher percentage of faculty in 
practice; furthermore, slightly over one-third of the 
administrators had control or influence over release time 
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and more than half of the administrators had control over 
team taught courses. Therefore, it would seem advantageous 
for administrators to utilize these supports to assist 
their faculty in their practice endeavors. 
Recommendations 
The following recommendations are made as a result of 
this study: 
1. Additional research should be done to identify the 
supports that faculty feel encourage them to engage in 
clinical practice. 
2. Additional research should be done to identify 
alternative sources of funding to enable more nursing 
programs to establish supports. 
3. The instrument used in the study should be refined 
before future use. In particular, question 9 which deals 
with identifying the reasons supports were unavailable to 
faculty was difficult to understand and needs to be 
reworded; and questions 21 and 22 need to have a scale of 
high and low numbers to obtain a more accurate ranking of 
importance. 
4. The type of educational institution and its 
primary mission should be identified in the demographic 
data as these seem to be variables identified in the 
written responses as to why supports were not available. 
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5. Research should be done to identify methods of 
integrating research scholarly pursuits and practice into 
the faculty role. 
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QUESTIONNAIRE REGARDING INSTITUTIONAL SUPPORTS AVAILABLE 
FOR NURSING FACULTY PRACTICE 
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CODE: 
QUESTIONNAIRE REGARDING INSTITUTIONAL SUPPORTS AVAILABLE FOR 
NURSING FACULTY PRACTICE 
Definitions: Nursing Faculty Practice - nursing faculty involved in 
providing service and/or care to patients/clients as 
opposed to supervising students. Included in this 
definition are direct patient care, staff development 
dealing with patient contact, nursing research in a 
clinical setting, and working for pay at an 
institution. 
Guidelines - formal or informal policies dealing with 
nursing faculty practice including those identified in 
faculty work contracts, and merit, promotion and/or 
tenure policies. 
Please check the responses that best apply to your program for the 
following questions regarding nursing faculty practice. 
1. Does your school of nursing have guidelines regarding clinical 
practice by faculty? 1. YES _ 2. NO _ 
If you answered NO, please skip to QUESTION 6. 
2. Are the guidelines 1. FORMAL _ or 2. INFORMAL _ 
3. Do the guidelines 1. REQUIRE _, 2. ENCOURAGE _ or 
simply 3. IDENTIFY OPTIONS AVAILABLE FOR _ faculty practice 
activity? 
4. Do the guidelines 1. DEFINE PRACTICE _, 2. DEFINE THE 
SCHOOL’S EXPECTATIONS OF PRACTICING FACULTY _, or 
3. DESIGNATE THE AMOUNT OF TIME REQUIRED FOR PRACTICE 
ACTIVITIES _? Please check ALL that apply. 
5. How long have the guidelines been in operation? 1. LESS THAN 1 
YEAR _ 2. 1-3 YEARS _ 3. 4-6 YEARS _ 4. 7-9 YEARS _ 
5. 10 YEARS OR MORE _. 
If you are willing to share them, please send your guidelines along 
with the completed questionnaire. 
6. Do any of your faculty engage in clinical practice? 1. YES _ 
2. NO _ 
If you answered NO, please skip to QUESTION 12. 
If you answered YES, how many ? _ Please continue on to 
QUESTION 7. 
1 
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7. For those faculty engaged in clinical practice, which of the 
following institutional supports are available to them? 
Please check ALL that apply. 
1 • _ RELEASE TIME FOR CLINICAL PRACTICE 
2.  SABBATICALS FOR CLINICAL PRACTICE 
3. _ LEAVES OF ABSENCE FOR CLINICAL PRACTICE 
4.  FLEXIBLE TEACHING SCHEDULE 
5. _ USE OF TEACHING ASSISTANTS 
6. _ TEAM TAUGHT COURSES TO SHARE OVERALL RESPONSIBILITIES 
7.  REDUCED COLLEGIATE COMMITTEE RESPONSIBILITIES 
8. _ REDUCED TEACHING LOAD 
9. _ ACADEMIC YEAR APPOINTMENT 
10. _ FORMAL ARRANGEMENT BETWEEN SCHOOL AND PRACTICE FACILITY 
11.  FINANCIAL REMUNERATION FOR CLINICAL PRACTICE 
12. _ NETWORKING AVAILABLE WITH OTHER PRACTICING FACULTY 
13.  USED AS A CRITERION FOR REAPPOINTMENT 
14. _ USED AS A CRITERION FOR MERIT 
15.  USED AS A CRITERION FOR TENURE 
16. _ OTHER (PLEASE SP CIFY)_ 
17.  OTHER (PLEASE SPE IF )_ 
18. _ OTHER (PLEASE SP CIFY)_ 
19.  OTHER (PLEASE SPE IF )_ 
20. _ OTHER (PLEASE SP CIFY)_ 
8. Which of the above institutional supports fall under your direct 
control or direct influence? Please check ALL that apply. 
1. 6. 11. 16. 
2. 7. 12. 17. 
3. 8. 13. 18. 
4 . 9. 14. 19. 
5. 10. 15. 20. 
9. If these institutional supports are not available to practicing 
faculty, what are the GENERAL reasons for their exclusion? 
A. _ ADMINISTRATOR DOES NOT VALUE FACULTY PRACTICE 
B.  FACULTY DO NOT EXPRESS INTEREST IN PRACTICE 
C. _ FACULTY DO NOT WANT TO ENGAGE IN PRACTICE 
D. _ OTHER REASONS 
If OTHER, please indicate which of the following SPECIFIC reasons 
apply. 
Please enter the numbers for EACH SUPPORT that is UNAVAILABLE, in 
EVERY CATEGORY that applies. 
For example: 1. 1, 2, 8 FINANCIAL CONSTRAINTS 
2. 2. 3, 9 SCHOOL OF NURSING HAS NO CONTROL 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
FINANCIAL CONSTRAINTS 
SCHOOL OF NURSING HAS NO CONTROL OVER IMPLEMENTING IT 
ADMINISTRATOR HAS NO CONTROL OVER INSTITUTING IT 
NOT ENOUGH FACULTY TO FREE UP THOSE WANTING TO PRACTICE 
NO TEACHING ASSISTANTS AVAILABLE 
ADMINISTRATOR DOES NOT SEE SUPPORT AS HELPFUL 
FACULTY CONTRACT CONSTRAINTS 
TOO MUCH EFFORT TO SET SUPPORT UP 
OTHER (PLEASE SPECIFY) _ 
OTHER (PLEASE SPECIFY) ___ 
OTHER (PLEASE SPECIFY)__ 
OTHER (PLEASE SPECIFY) ____  
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10. For those faculty engaged in clinical practice which of the 
following benefits have you noticed? Please check ALL that apply. 
1. _ CLINICAL TEACHING IS IMPROVED 
2.  COMMUNITY/SERVICE RELATIONS ARE IMPROVED 
3. _ SUBJECTS AVAILABLE FOR CLINICAL RESEARCH 
4.  FACULTY RESEARCH IS INCREASED 
5. _ CLINICAL ISSUES FOR PUBLICATIONS ARE READILY ACCESSIBLE 
6.  FACULTY PUBLICATIONS ARE INCREASED 
7. _ SCHOOL’S INCOME IS SUPPLEMENTED 
8.  FACULTY INCOME IS SUPPLEMENTED 
9* _ FACULTY UPGRADE CLINICAL SKILLS AND COMPETENCIES 
10.  FACULTY CREDIBILITY IS INCREASED 
11. _ FACULTY PROVIDE ROLE MODELS FOR STUDENTS 
12.  FACULTY GAIN RBSPECT FROM CLINICAL STAFF 
13. _ REALISM IS INCREASED IN THE CLASSROOM 
14. _ QUALITY OF PATIENT CARE IN CLINICAL AGENCIES IMPROVED 
15.  FACULTY PROFESSIONAL DEVELOPMENT IS INCREASED 
16. _ FACULTY EXPRESS GREATER WORK SATISFACTION 
17. _ OTHER (PLEASE SPECIFY) _ 
18.  OTHER (PLEASE SPECIFY)  
19. _ OTHER (PLEASE SPECIFY)  
20.  OTHER (PLEASE SPECIFY)  
21. _ OTHER (PLEASE SPECIFY)  
11. Would any of these benefits encourage you to continue your 
support 1. YES _ 2. NO _ or encourage you to initiate 
support 1. YES  2. NO _? Please identify ALL that apply. 
1. 6. 11 . 16. 
2. 7. 12. 17. 
3. 8. 13. 18. 
4. 9. 14. 19. 
5. 10. 15. 20. 
21 . 
12. Are all the nursing faculty teaching in the undergraduate program 
required to do clinical supervision of students? 1. YES _ or 
2. NO _. If NO, how many do not? _ 
DEMOGRAPHIC DATA: 
13. Number of undergraduate students _. 
14. Number of full-time undergraduate faculty _ part-time 
undergraduate faculty _. 
15. Number of faculty with Doctorates _. 
16. Number of tenured faculty _. 
17. Usual student contact hours for faculty per week _. 
18. Annual number of faculty publications _. 
19. Annual number of faculty obtained grants _• 
20. Annual number of faculty research projects _. 
3 
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21. Please indicate which of the following criteria are CURRENTLY 
USED for PROMOTION/MERIT decisions at your school and their relative 
importance to those decisions, with ”1” being the most important. If 
an item does not apply, please write in NA. 
CRITERIA 
USED IMPORTANCE 
1. ACADEMIC CREDENTIALS (DOCTORATE) 
2. TEACHING (CLASSROOM AND CLINICAL) 
3. SCHOLARLY OUTPUT (RESEARCH, PUBLI¬ 
CATIONS , BTC.) 
4. COLLEGE SERVICE (COMMITTEE WORK, ETC.) 
5. COMMUNITY SERVICE 1PROFESSIONAL 
ACTIVITIES, PUBLIC SERVICE) 
6. CLINICAL COMPETENCE (AS IDENTIFIED 
BY STUDENT EVALUATION) 
7. FACULTY CLINICAL PRACTICE 
8. CONSULTATION (PAID OR VOLUNTARY 
ACTIVITY RELATED TO AREA OF COMPETENCE) 
22. Please indicate which of the following criteria are CURRENTLY 
USED for TENURE decisions at your school and their relative 
importance to those decisions, with "1" being the most important. If 
an item does not apply, please write in NA. 
CRITERIA 
USED IMPORTANCE 
1. ACADEMIC CREDENTIALS (DOCTORATB) 
2. TEACHING (CLASSROOM AND CLINICAL) 
3. SCHOLARLY OUTPUT (RESEARCH, PUBLI¬ 
CATIONS, ETC.) 
4. COLLEGE SERVICE (COMMITTEE WORK, ETC.) 
5. COMMUNITY SERVICE (PROFESSIONAL 
ACTIVITIES, PUBLIC SERVICE) 
6. CLINICAL COMPETENCE (AS IDENTIFIED 
BY STUDENT EVALUATION) 
7. FACULTY CLINICAL PRACTICE 
8. CONSULTATION (PAID OR VOLUNTARY 
ACTIVITY RELATED TO AREA OF COMPETENCE) 
23. If you could, are there any changes that you would make in either 
the CRITERIA 1. YES _ 2. NO _ or their 
IMPORTANCE 1. YES _ 2. NO _ ? 
If YES, please identify what the changes would be. 
23. Would you like a summary of the results of this study? 
1. YES _ or 2. NO _ 
Thank you for completing this questionnaire. 
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13 Cranbrook Drive 
Holden, Massachusetts 01520 
November 15, 1990 
Dear 
As a doctoral candidate at the University of Massachusetts, I am 
conducting a survey of collegiate administrators of baccalaureate 
nursing programs accredited by the National League for Nursing in the 
United States, to determine the extent to which specific 
institutional supports are available to nursing faculty who are 
involved in faculty clinical practice and, if they are not, the 
reasons why these supports may not be available in your particular 
institution. Additionally, this survey will also seek to determine if 
any of the benefits identified in the literature as being attributed 
to faculty engaged in practice, are actually being seen by you in 
your program. 
The term "faculty clinical practice" or "faculty practice", and 
"clinical practice" are used interchangeably to refer to the faculty 
member’s functioning in the role of providing service or care to 
patients/clients as opposed to the role of supervising students in 
the clinical area. This definition includes direct patient care, 
staff development dealing with patient contact, nursing research in 
the clinical setting, and working for pay. 
Your participation in this study, while it is voluntary, is actually 
essential in order to obtain accurate national data and will involve 
completing the attached questionnaire. The entire process should only 
take about 20 minutes of your time. 
By completing and returning the questionnaire to me, you are giving 
me permission to use the data in my dissertation, but I assure you 
that neither you nor your school will be identified. The code number 
at the top of the questionnaire is only for the purpose of sending 
out a follow-up letter, if that becomes necessary, and to send out 
the results of the survey, if that is requested. Please return the 
completed questionnaire in the enclosed stamped envelope by November 
30, 1990. 
Thank you for taking time out of your busy schedule to assist me in 
this survey. 
Sincerely yours, 
Ruth Robillard, MS, RN 
Doctoral Candidate 
University of Massachusetts 
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APPENDIX: C 
LETTER TO NON-RESPONDING ADMINISTRATORS 
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13 Cranbrook Drive 
Holden, Massachusetts 01520 
December 5, 1990 
Dear Dean/Administrator: 
A few weeks ago I requested your help in providing data 
which will enable me to complete my doctoral dissertation, 
but have not received a reply from you. I realize that with 
your busy schedule, this request may be seen as just one 
more demand on your time, especially since it is so late in 
the academic year. However, your input is essential in 
obtaining a general understanding of supports available to 
faculty who are engaged in clinical faculty practice. 
Because your participation is so important to this study, 
another copy of the questionnaire is enclosed with the hope 
that you will be able to complete it and return it to me by 
December 21, 1990 in the envelope provided. 
Thank you so much for providing me with this valuable 
information concerning your program. 
Sincerely, 
Ruth Robillard, MS, RN 
Doctoral Candidate 
University of Massachusetts 
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Crosstabulation of: 
Type of School by Percent of Faculty in Practice 
count I 
expected value I 
row % I 
column % I 
percent of faculty in practice 
Total % I <26% I 26-50% I 51-75% I >75% I 
type of I 77 I 41 I 21 I 18 I 157 
school: I 60.5 I 43.6 I 25.7 I 27.2 I 51.3% 
private I 49.0% I 26.1% I 13.4% I 11.5% I 
I 65.3% I 48.2% I 42.0% I 34.0% I 
I 25.2% I 13.4% I 6.9% I 5.9% I 
I 41 I 44 I 29 I 35 I 149 
public I 57.5 I 41.4 I 24.3 I 25.8 I 48.7% 
I 27.5% I 29.5% I 19.5% I 23.5% I 
I 34.7% I 51.8% I 58.0% I 66.0% I 
I 13.4% I 14.4% I 9.5% I 11.4% I 
Column 118 85 50 53 306 
Total 38.6% 27.8% 16.3% 17.3% 100% 
Chi-Square 
17.62466 
Degree of Freedom 
3 
Significance 
.0005 
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Crosstabulation of: 
Full-time Faculty by Percent of Faculty in Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % I 
Total % I <26% I 26-50% I 51-75% I >75% I 
number of I 23 I 29 I 13 I 24 I 89 
faculty: I 34.3 I 24.7 I 14.5 I 15.4 I 29.1% 
< 10 I 25.8% I 32.6% I 14.6% I 27.0% I 
I 19.5% I 34.1% I 26.0% I 45.3% I 
I 7.5% I 9.5% I 4.2% I 7.8% I 
I 39 I 37 I 31 I 22 I 129 
10 - 19 I 49.7 I 35.8 I 21.1 I 22.3 I 42.2% 
I 30.2% I 28.7% I 24.0% I 17.1% I 
I 33.1% I 43.5% I 62.0% I 41.5% I 
I 12.7% I 12.1% I 10.1% I 7.2% I 
I 24 I 10 I 4 I 4 I 42 
20 - 29 I 16.2 I 11.7 I 6.9 I 7.3 I 13.7% 
I 57.1% I 23.8% I 9.5% I 9.5% I 
I 20.3% I 11.8% I 8.0% I 7.5% I 
I 7.8% I 3.3% I 1.3% I 1.3% I 
I 3 I 6 I 1 I 1 I 11 
30 - 39 I 4.2 I 3.1 I 1.8 I 1.9 I 3.6% 
I 27.3% I 54.5% I 9.1% I 9.1% I 
I 2.5 I 7.1% I 2.0% I 1.9% I 
I 1.0% I 2.0% I .3% I .3% I 
I 29 I 3 I 1 I 2 I 35 
> 39 I 13.5 I 9.7 I 5.7 I 6.1 I 11.4% 
I 82.9% I 8.6% I 2.9% I 5.7% I 
I 24.6 I 3.5% I 2.0% I 3.8% I 
I 9.5% I 1.0% I .3% I .7% I 
Column 118 85 50 53 306 
Total 38.6% 27.8% 16.3% 17.3% 100% 
Chi-Square 
56.17620 
Degree of Freedom 
12 
Significance 
.0000 
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Crosstabulation of: 
Part-time Faculty by Percent of Faculty in Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % 
Total % 
I 
I <26% I 26-50% I 51-75% I >75% I 
Part-time I 82 I 76 I 48 I 45 I 251 
faculty: I 96.8 I 69.7 I 41.0 I 43.5 I 82.0 
< 9 I 32.7% I 30.3% I 19.1% I 17.9% I 
I 69.5% I 89.4% I 96.0% I 84.9% I 
I 26.8% I 24.8% I 15.7% I 14.7% I 
I 10 I 8 I 2 I 6 I 26 
10 - 19 I 10.0 I 7.2 I 4.2 I 4.5 I 8.5 
I 38.5% I 30.8% I 7.7% I 23.1% I 
I 8.5% I 9.4 I 4.0% I 11.3% I 
I 3.3% I 2.6% I . 7% I 2.0% I 
I 26 I 1 I 0 I 2 I 29 
> 19 I 11.2 I 8.1 I 4.7 I 5.0 I 9.5 
I 89.7% I 3.4% I .0% I 6.9% I 
I 22.0% I 1.2 I .0% I 3.8% I 
I 8.5% I . 3% I .0% I .7% I 
Column 118 85 50 53 306 
Total 38.6% 27.8% 16.3% 17.3% 100% 
Chi-Square Degree of Freedom Significance 
38.20989 6 .0000 
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Crosstabulation of: 
Student Contact Hours by Percent of Faculty in Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % 
Total % 
I 
I <26% I 26-50% I 51-75% I >75% I 
student I 2 I 0 I 0 I 2 I 4 
contact hours: I 1.4 I 1.2 I .7 I .7 I 1.4% 
0 I 50.0% I .0% I .0% I 50.0% I 
I 2.1% I .0% I .0% I 3.8% I 
I . 7% I .0% I .0% I .7% I 
I 0 I 5 I 0 I 0 I 5 
1-9 I 1.7 I 1.5 I .9 I .9 I 1.8% 
I .0% I 100.0% I .0% I .0% I 
I .0% I 5.9% I .0% I .0% I 
I .0% I 1.8% I .0% I .0% I 
I 52 I 66 I 34 I 34 I 186 
10 - 19 I 63.5 I 55.7 I 32.7 I 34.1 I 65.5% 
I 28.0% I 35.5% I 18.3% I 18.3% I 
I 53.6% I 77.6% I 68.0% I 65.4% I 
I 18.3% I 23.2% I 12.0% I 12.0% I 
I 27 I 13 I 16 I 14 I 70 
20 - 29 I 23.9 I 21.0 I 12.3 I 12.8 I 24.6% 
I 38.6% I 18.6% I 22.9% I 20.0% I 
I 27.8 I 15.3% I 32.0% I 26.9% I 
I 9.5% I 4.6% I 5.6% I 4.9% I 
I 16 I 1 I 0 I 2 I 19 
> 29 I 6.5 I 5.7 I 3.3 I 3.5 I 6.7% 
I 84.2% I 5.3% I .0% I 10.5% I 
I 16.5 I 1.2% I .0% I 3.8% I 
I 5.6% I .4% I .0% I .7% I 
Column 97 85 50 52 284 
Total 34.2% 29.9% 17.6% 18.3% 100% 
Chi-Square Degree of Freedom Significance 
46.54963 12 .0000 
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Crosstabulation of: 
Faculty with Doctorates by Percent of Faculty in Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % 
Total % 
I 
I <26% I 26-50% I 51-75% I >75% I 
faculty with I 2 I 6 I 2 I 4 I 14 
doctorates: I 4.8 I 4.2 I 2.5 I 2.6 I 4.9% 
0 I 14.3% I 42.9% I 14.3% I 28.6% I 
I 2.1% I 7.1% I 4.0% I 7.7% I 
I .7% I 2.1% I .7% I 1.4% I 
I 53 I 63 I 44 I 37 I 197 
1-9 I 67.3 I 59.0 I 34.7 I 36.1 I 69.4% 
I 26.9% I 32.0% I 22.3% I 18.8% I 
I 54.6% I 74.1% I 88.0% I 71.2% I 
I 18.7% I 22.2% I 15.5% I 13.0% I 
I 14 I 9 I 3 I 7 I 33 
10 - 19 I 11.3 I 9.9 I 5.8 I 6.0 I 11.6% 
I 42.4% I 27.3% I 9.1% I 21.2% I 
I 14.4% I 10.6% I 6.0% I 13.5% I 
I 4.9% I 3.2% I 1. 1% I 2.5% I 
I 1 I 6 I 0 I 0 I 7 
20 - 29 I 2.4 I 2.1 I 1.2 I 1.3 I 2.5% 
I 14.3% I 85.7% I .0% I . 0% I 
I 1.0 I 7.1% I .0% I .0% I 
I . 4% I 2.1% I .0% I .0% I 
I 27 I 1 I 1 I 4 I 33 
> 29 I 11.3 I 9.9 I 5.8 I 6.0 I 11.6% 
I 81.8% I 3.0% I 3.0% I 12.1% I 
I 27.8 I 1.2% I 2.0% I 7.7% I 
I 9.5% I .4% I .4% I 1.4% I 
Column 97 85 50 52 284 
Total 34.2% 29.9% 17.6% 18.3% 100% 
Chi-Square Degree of Freedom Significance 
56.57967 12 .0000 
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Crosstabulation of: 
Faculty with Tenure by Percent of Faculty in Practice 
count 
expected value 
row % 
column % 
Total % 
I 
I 
I 
I 
I 
percent 
<26% I 
of faculty in practice 
26-50% I 51-75% I >75% I 
faculty with I 6 I 6 I 4 I 5 I 21 
tenure: I 7.2 I 6.3 I 3.7 I 3.8 I 7.4% 
0 I 28.6% I 28.6% I 19.0% I 23.8% I 
I 6.2% I 7.1% I 8.0% I 9.6% I 
I 2.1% I 2.1% I 1.4% I 1.8% I 
I 37 I 54 I 28 I 30 I 147 
1-9 I 50.9 I 44.6 I 26.2 I 27.3 I 52.5% 
I 24.8% I 36.2% I 18.8% I 20.1% I 
I 38.1% I 63.5% I 56.0% I 57.7% I 
I 13.0% I 19.0% I 9.0% I 10.6% I 
I 16 I 12 I 10 I 7 I 45 
10 - 19 I 15.4 I 13.5 I 7.9 I 8.2 I 15.8% 
I 35.6% I 26.7% I 22.2% I 15.6% I 
I 16.5% I 14.1% I 20.0% I 13.5% I 
I 5.6% I 4.2% I 3.5% I 2.5% I 
I 5 I 4 I 0 I 0 I 9 
20 - 29 I 3.1 I 2.7 I 1.6 I 1.6 I 3.2% 
I 55.6% I 44,4% I .0% I .0% I 
I 5.2 I 4.7% I .0% I .0% I 
I 1.8% I 1.4% I .0% I .0% I 
I 33 I 9 I 8 I 10 I 60 
> 29 I 20.5 I 18.0 I 10.6 I 11.0 I 21.1% 
I 55.0% I 15.0% I 13.3% I 16.7% I 
I 34.0 I 10.6% I 16.0% I 19.2% I 
I 11.6% I 3.2% I 2.8% I 3.5% I 
Column 97 85 50 52 284 
Total 34.2% 29.9% 17.6% 18.3% 100% 
Chi-Square Degree of Freedom Significance 
25.54320 12 .0124 
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Crosstabulation of: 
Annual Publications by Percent of Faculty in Practice 
count I 
expected value I 
row % I 
column % I 
Total % I 
percent 
<26% I 
of faculty in practice 
26-50% I 51-75% I >75% I 
annual I 8 I 10 I 7 I 7 I 32 
publications: : I 10.9 I 9.6 I 5.6 I 5.9 I 11.3 
0 I 25.0% I 31.3% I 21.9% I 21.9% I 
I 8.2% I 11.8% I 14.0% I 13.5% I 
I 2.8% I 3.5% I 2.5% I 2.5% I 
I 47 I 57 I 39 I 36 I 179 
1-9 I 61.1 I 53.6 I 31.5 I 32.8 I 63.0 
I 26.3% I 31.8% I 21.8% I 20.1% I 
I 48.5% I 67.1% I 78.0% I 69.2% I 
I 16.5% I 20.1% I 13.7% I 12.7% I 
I 4 I 8 I 1 I 3 I 16 
10 - 19 I 5.5 I 4.8 I 2.8 I 2.9 I 5.6 
I 25.0% I 50.0% I 6.3% I 18.8% I 
I 4.1% I 9.4% I 2.0% I 5.8% I 
I 1.4% I 2.8% I .4% I 1 . 1% I 
I 38 I 10 I 3 I 6 I 57 
> 19 I 19.5 I 17.1 I 10.0 I 10.4 I 20.1 
I 66.7% I 17.5% I 5.3% I 10.5% I 
I 39.2 I 11.8% I 6.0% I 11.5% I 
I 13.4% I 3.5% I 1 . 1% I 2.1% I 
Column 97 85 50 52 284 
Total 34.2% 29.9% 17.6% 18.3% 100% 
Chi-Square Degree of Freedom Significance 
38.04057 9 .0000 
155 
Crosstabulation of: 
Annual Grants by Percent of Faculty in Practice 
count I 
expected value I 
row % I 
column % I 
Total % I 
percent 
<26% I 
of faculty in practice 
26-50% I 51-75% I >75% I 
annual I 20 I 22 I 16 I 10 I 68 
grants: I 23.2 I 20.4 I 12.0 I 12.5 I 23.9 
0 I 29.4% I 32.4% I 23.5% I 14.7% I 
I 20.6% I 25.9% I 32.0% I 19.2% I 
I 7.0% I 7.7% I 5.6% I 3.5% I 
I 42 I 54 I 30 I 35 I 161 
1-9 I 55.0 I 48.2 I 28.3 I 29.5 I 56.7 
I 26.1% I 33.5% I 18.6% I 21.7% I 
I 43.3% I 63.5% I 60.0% I 67.3% I 
I 14.8% I 19.0% I 10.6% I 12.3% I 
I 1 I 2 I 0 I 1 I 4 
10 - 19 I 1.4 I 1.2 I .7 I .7 I 1.4 
I 25.0% I 50.0% I .0% I 25.0% I 
I 1.0% I 2.4% I .0% I 1.9% I 
I .4% I .7% I .0% I .4% I 
I 34 I 7 I 4 I 6 I 51 
> 19 I 17.4 I 15.3 I 9.0 I 9.3 I 18.0 
I 66.7% I 13.7% I 7.8% I 11.8% I 
I 35.1 I 8.2% I 8.0% I 11.5% I 
I 12.0% I 2.5% I 1.4% I 2.1% I 
Column 97 85 50 52 284 
Total 34.2% 29.9% 17.6% 18.3% 100% 
Chi-Square Degree of Freedom Significance 
32.96952 9 .0001 
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Crosstabulation of: 
Annual Projects by Percent of Faculty in Practice 
count I 
expected value I 
row % I 
column % I 
Total % I 
percent 
<26% I 
of faculty in practice 
26-50% I 51-75% I >75% I 
annual I 9 I 11 I 9 I 10 I 39 
projects: I 13.3 I 11.7 I 6.9 I 7.1 I 13.7% 
0 I 23.1% I 28.2% I 23.1% I 25.6% I 
I 9.3% I 12.9% I 18.0% I 19.2% I 
I 3.2% I 3.9% I 3.2% I 3.5% I 
I 48 I 61 I 37 I 33 I 179 
1-9 I 61.1 I 53.6 I 31.5 I 32.8 I 63.0% 
I 26.8% I 34.1% I 20.7% I 18.4% I 
I 49.5% I 71.8% I 74.0% I 63.5% I 
I 16.89 I 21.5% I 13.0% I 11.6% I 
I 2 I 4 I 0 I 3 I 9 
10 - 19 I 3.1 I 2.7 I 1.6 I 1.6 I 3.2% 
I 22.2% I 44.4% I .0% I 33.3% I 
I 2.1% I 4.7% I .0% I 5.8% I 
I .7% I 1.4% I .0% I 1. 1% I 
I 38 I 9 I 4 I 6 I 57 
> 19 I 19.5 I 17.1 I 10.0 I 10.4 I 20.1% 
I 66.7% I 15..8% I 7.0% I 10.5% I 
I 39.2 I 10.6% I 8.0% I 11.5% I 
I 13.4% I 3.2% I 1.4% I 2.1% I 
Column 97 85 50 52 284 
Total 34.2% 29.9% 17.6% 18.3% 100% 
Chi-Square Degree of Freedom Significance 
38.72308 9 .0000 
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Crosstabulation of: 
Release Time for Practice by Administrative Control over 
Release Time 
count 
expected value 
row % 
column % 
I 
I 
I 
I 
administrative control 
Total % I yes I no I 
release time I 65 I 9 I 74 
for practice: I 25.0 I 49.0 I 27.2% 
available I 87.8% I 12.2% I 
I 70.7% I 5.0% I 
I 23.9% I 3.3% I 
I 27 I 171 I 198 
not available I 67.0 I 131.0 I 72.8% 
I 13.6% I 86.4% I 
I 29.3% I 95.0% I 
I 9.9% I 62.9% I 
Column 92 180 272 
Total 33.8% 66.2% 100% 
Chi-Square Degree of Freedom Significance 
129.22101 1 .0000 
Crosstabulation of • 
Sabbaticals for Practice by Administrative Control over 
Sabbaticals 
count I 
expected value I 
row % I administrative i control 
column % I 
Total % I yes I no I 
sabbaticals I 33 I 25 I 58 
for practice: I 11.5 I 46.5 I 21.3% 
available I 56.9% I 43.1% I 
I 61.1% I 11.5% I 
I 12.1% I 9.2% I 
I 21 I 193 I 214 
not available I 42.5 I 171.5 I 78.7% 
I 9.8% I 90.2% I 
I 38.9% I 88.5% I 
I 7.7% I 71.0% I 
Column 54 218 272 
Total 19.9% 80.1% 100% 
Chi-Square 
60.65196 
Degree of Freedom 
1 
Significance 
.0000 
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Crosstabulation of: 
Leaves of Absence for Practice by Administrative Control 
over Leaves 
count I 
expected value I 
row % I administrative control 
column % 
Total % 
I 
I yes I no I 
leaves of absence I 32 I 14 I 46 
for practice: I 9.0 I 37.0 I 16.9% 
available I 69.6% I 30.4% I 
I 60.4% I 6.4% I 
I 11.8% I 5.1% I 
I 21 I 205 I 226 
not available I 44.0 I 182.0 I 83.1% 
I 9.3% I 90.7% I 
I 39.6% I 93.6% I 
I 7.7% I 75.4% I 
Column 53 219 272 
Total 19.5% 80.5% 100% 
Chi-Square Degree of Freedom Significance 
84.70394 1 .0000 
Crosstabulation of: 
Flexible Teaching Schedule for Practice by Administrative 
Control over Teaching Schedule 
count I 
expected value I 
row % I administrative control 
column % 
Total % 
I 
I yes I no I 
flexible teaching I 129 I 14 I 143 
for practice: I 81.5 I 61.5 I 52.6% 
available I 90.2% I 9.8% I 
I 83.2% I 12.0% I 
I 47.4% I 5.1% I 
I 26 I 103 I 129 
not available I 73.5 I 55.5 I 47.4% 
I 20.2% I 79.8% I 
I 16.8% I 88.0% I 
I 9.6% I 37.9% I 
Column 155 117 272 
Total 57.0% 43.0% 100% 
Chi-Square Degree of Freedom Significance 
132.94222 1 . 0000 
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Crosstabulation of: 
Use of Teaching Assistants for Practice by Administrative 
Control over Teaching Assistants 
count 
expected value 
row % 
column % 
I 
I 
I administrative control 
I 
Total % I yes I no I 
teaching assistants I 13 I 4 I 17 
for practice: I 1.9 I 15.1 I 6.3% 
available I 76.5% I 23.5% I 
I 41.9% I 1.7% I 
I 4.8% I 1.5% I 
I 18 I 237 I 255 
not available I 29.1 I 225.9 I 93.8% 
I 7.1% I 92.9% I 
I 58.1% I 98.3% I 
I 6.6% I 87.1% I 
Column 31 241 272 
Total 11.4% 88.6% 100% 
Chi-Square 
69.32220 
Degree of Freedom 
1 
Significance 
.0000 
Crosstabulation of: 
Team Taught Courses for Practice by Administrative Control 
over Team Taught Courses 
count 
expected value 
row % 
column % 
I 
I 
I 
I 
administrative control 
Total % I yes I no I 
team taught courses I 120 I 18 I 
for practice: I 71.5 I 66.5 I 
available I 87.0% I 13.0% I 
I 85.1% I 13.7% I 
I 44.1% I 6.6% I 
I 21 I 113 I 
not available I 69.5 I 64.5 I 
I 15.7% I 84.3% I 
I 14.9% I 86.3% I 
I 7.7% I 41.5% I 
Column 141 131 
Total 51.8% 48.2% 
Chi-Square Degree of Freedom Si 
135.53434 1 
138 
50.7% 
134 
49.3% 
272 
100% 
.0000 
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Crosstabulation of: 
Reduced Committee Responsibilities for Practice by 
Administrative Control over Committee Responsibilies 
count I 
expected value I 
row % I administrative control 
column % 
Total % 
I 
I yes I no I 
reduced committee I 8 I 3 I 11 
reponsibilities I 1.5 I 9.5 I 4.0% 
for practice: I 72.7% I 27.3% I 
available I 21.6% I 1.3% I 
I 2.9% I 1 . 1% I 
I 29 I 232 I 261 
not available I 35.5 I 225.5 I 96.0% 
I 11.1% I 88.9% I 
I 78.4% I 98.7% I 
I 10.7% I 85.3% I 
Column 37 235 272 
Total 13.6% 86.4% 100% 
Chi-Square Degree of Freedom Significance 
29.05618 1 .0000 
Crosstabulation of: 
Reduced Teaching Load for Practice by Administrative 
Control over Teaching Load 
count I 
expected value I 
row % I administrative control 
column % I 
Total % I yes I no I 
reduced teaching loadl 18 I 4 I 22 
for practice: I 4.6 I 17.4 I 0
0 
•
 h-*
 
a
s 
available I 81.8% I 18.2% I 
I 31.6% I 1.9% I 
I 6.6% I 1.5% I 
I 39 I 211 I 250 
not available I 52.4 I 197.6 I 91.9% 
I 15.6% I 84.4% I 
I 68.4% I 98.1% I 
I 14.3% I 77.6% I 
Column 57 215 272 
Total 21.0% 79.0% 100% 
Chi-Square 
49.60400 
Degree of Freedom 
1 
Significance 
.0000 
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Crosstabulation of: 
Academic Year Appointment for Practice by Administrative 
Control over Academic Appointment 
count I 
expected value I 
row % I administrative control 
column % 
Total % 
I 
I yes I no I 
academic year I 81 I 89 I 170 
appointment I 57.5 I 112.5 I 62.5% 
for practice: I 47.6% I 52.4% I 
available I 88.0% I 49.4% I 
I 29.8% I 32.7% I 
I 11 I 91 I 102 
not available I 34.5 I 67.5 I 37.5% 
I 10.8% I 89.2% I 
I 12.0% I 50.6% I 
I 4.0% I 33.5% I 
Column 92 180 272 
Total 33.8% 66.2% 100% 
Chi-Square Degree of Freedom Significance 
37.07259 1 .0000 
Crosstabulation of: 
Formal Arrangement 
over Arrangement 
count 
expected value 
row % 
column % 
Total % 
for 
I 
I 
I 
I 
I 
• 
Practice by Administrative Control 
administrative control 
yes I no I 
formal arrangement I 45 I 7 I 52 
for practice: I 13.8 I 38.2 I 19.1% 
available I 86.5% I 13.5% I 
I 62.5% I 3.5% I 
I 16.5% I 2.6% I 
I 27 I 193 I 220 
not available I 58.2 I 161.8 I 80.9% 
I 12.3% I 87.7% I 
I 37.5% I 96.5% I 
I 9.9% I 71.0% I 
Column 72 200 272 
Total 26.5% 73.5% 100% 
Chi-Square 
115.39658 
Degree of Freedom 
1 
Significance 
.0000 
162 
Crosstabulation of: 
Financial Remuneration for Practice by Administrative 
Control over Financial Remuneration 
count 
expected 
row % 
value 
I 
I 
I administrative control 
column % I 
Total % I yes I no I 
financial I 18 I 34 I 52 
remuneration I 6.5 I 45.5 I 19.1% 
for practice: I 34.6% I 65.4% I 
available I 52.9% I 14.3% I 
I 6.6% I 12.5% I 
I 16 I 204 I 220 
not available I 27.5 I 192.5 I 80.9% 
I 7.3% I 92.7% I 
I 47.1% I 85.7% I 
I 5.9% I 75.0% I 
Column 34 238 272 
Total 12.5% 87.5% 100% 
Chi-Square Degree of Freedom Significance 
26.30330 1 .0000 
Crosstabulation of • • • 
Practice Used for Reappointment by Administrative Control 
over Reappointment 
count I 
expected value I 
row % I administrative t control 
column % I 
Total % I yes I no I 
practice used for I 26 I 10 I 36 
reappointment: I 6.0 I 30.0 I 13.2% 
available I 72.2% I 27.8% I 
I 57.8% I 4.4% I 
I 9.6% I 3.7% I 
I 19 I 217 I 236 
not available I 39.0 I 197.0 I 86.8% 
I 8.1% I 91.9% I 
I 42.2% I 95.6% I 
I 7.0% I 79.8% I 
Column 45 227 272 
Total 16.5% 83.5% 100% 
Chi-Square Degree of Freedom 
Significance 
nnnn 
88.56986 1 • uuuu 
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Crosstabulation of: 
Practice Used for Merit by Administrative Control over 
Merit 
count 
expected value 
row % 
I 
I 
I administrative control 
column % I 
Total % I yes I no I 
practice used for I 44 I 14 I 58 
merit: I 13.6 I 44.4 I 21.3% 
available I 75.9% I 24.1% I 
I 68.8% I 6.7% I 
I 16.2% I 5.1% I 
I 20 I 194 I 214 
not available I 50.4 I 163.6 I 78.7% 
I 9.3% I 90.7% I 
I 31.3% I 93.3% I 
I 7.4% I 71.3% I 
Column 64 208 272 
Total 23.5% 76.5% 100% 
Chi-Square Degree of Freedom Significance 
108.54152 1 .0000 
Crosstabulation of • • • 
Practice Used for Tenure by Administrative Control over 
Tenure 
count I 
expected value I 
row % I administrative ; control 
column % I 
Total % I yes I no I 
practice used for I 33 I 10 I 43 
tenure: I 7.1 I 35.9 I 15.8% 
available I 76.7% I 23.3% I 
I 73.3% I 4.4% I 
I 12.1% I 3.7% I 
I 12 I 217 I 229 
not available I 37.9 I 191.1 I 84.2% 
I 5.2% I 94.8% I 
I 26.7% I 95.6% I 
I 4.4% I 79.8% I 
Column 45 227 272 
Total 16.5% 83.5% 100% 
Chi-Square Degree of Freedom Significance 
128.92999 1 . uuuu 
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Crosstabulation of: 
Networking for Practice by Administrative Control over 
Networking 
count 
expected value 
row % 
column % 
Total % 
I 
I 
I administrative control 
I 
I yes I no I 
networking used for I 26 I 25 I 51 
practice: I 8.1 I 42.9 I 18.8 
available I 51.0% I 49.0% I 
I 60.5% I 10.9% I 
I 9.6% I 9.2% I 
I 17 I 204 I 221 
not available I 34.9 I 186.1 I 81. 
I 7.7% I 92.3% I 
I 39.5% I 89.1% I 
I 6.3% I 75.0% I 
Column 43 229 272 
Total 15.8% 84.2% 100% 
Chi-Square 
55.13264 
Degree of Freedom 
1 
Significance 
.0000 
Crosstabulation of: 
Guidelines for Practice by Percent of Faculty in Practice 
count I 
expected value I 
I 
I 
row % 
column % 
percent of faculty in practice 
Total % I <26% I 26-50% I 51-75% I >75% I 
guidelines for I 16 I 17 I 12 I 17 I 62 
practice: I 23.8 I 17.3 I 10.2 I 10.8 I 20.3% 
available I 25.8% I 27.4% I 19.4% I 27.4% I 
I 13.7% I 20.0% I 24.0% I 32.1% I 
I 5.2% I 6.5% I 3.9% I 5.6% I 
I 101 I 68 I 38 I 36 I 243 
not I 93.2 I 67.7 I 39.8 I 42.2 I 79.7% 
available I 41.6% I 28.0% I 15.6% I 14.8% I 
I 86.3% I 80.0% I 76.0% I 67.9% I 
T 33.1% I 22.3% I 12.5% I 11.8% I 
Column 117 85 50 53 305 
Total 38.4% 27.9% 16.4% 17.4% 100% 
Chi-Square 
8.13543 
Degree of Freedom 
3 
Significance 
.0433 
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Crosstabulation of: 
Release Time for Practice by Percent of Faculty in Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % I 
Total % I <26% I 26-50% I 51-75% I >7 5% I 
release time I 19 I 22 I 9 I 24 I 74 
for practice: I 24.6 I 22.4 I 13.2 I 13.8 I 27.0% 
available I 25.7% I 29.7% I 12.2% I 32.4% I 
I 20.9% I 26.5% I 18.4% I 47.1% I 
I 6.9% I 8.0% I 3.3% I 8.8% I 
I 72 I 61 I 40 I 27 I 200 
not I 66.4 I 60.6 I 35.8 I 37.2 I 73.0% 
available I 36.0% I 30.5% I 20.0% I 13.5% I 
I 79.1% I 73.5% I 81.6% I 52.9% I 
I 26.3% I 22.3% I 14.6% I 9.9% I 
Column 91 83 49 51 274 
Total 33.2% 30.3% 17.9% 18.6% 100% 
Chi-Square Degree of Freedom Significance 
14.00135 3 .0029 
Crosstabulation of: 
Team Taught Courses for Practice by Percent of Faculty in 
Practice 
count I 
expected value I 
row % I percent of faculty in prac tice 
column % I 
Total % I <26% I 26-50% I 51-75% I >75% I 
team courses I 35 I 40 I 32 I 31 I 138 
for practice: I 45.8 I 41.8 I 24.7 I 25.7 I 50.4% 
available I 25.4% I 29.0% I 23.2% I 22.5% I 
I 38.5% I 48.2% I 65.3% I 60.8% I 
T 12.8% I 14.6% I 11.7% I 11.3% I 
I 56 I 43 I 17 I 20 I 136 
not I 45.2 I 41.2 I 24.3 I 25.3 I 49.6% 
available I 41.2% I 31.6% I 12.5% I 14.7% I 
I 61.5% I 51.8% I 34.7% I 39.2% I 
T 20.4% T 15.7% I 6.2% I 7.3% I 
Column 91 83 49 51 274 
Total 33.2% 30.3% 17.9% 18.6% 100% 
Chi-Square 
11.90501 
Degree of Freedom 
3 
Significance 
.0077 
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Crosstabulation of: 
Faculty Not Express Interest in Practice by Percent of 
Faculty in Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % I 
Total % I <26% I 26-50% I 51-75% I >75% I 
no interest I 23 I 14 I 2 I 3 I 42 
in practice: I 14.2 I 13.6 I 7.7 I 6.5 I 20.3% 
yes I 54.8% I 33.3% I 4.8% I 7.1% I 
I 32.9% I 20.9% I 5.3% I 9.4% I 
I 11.1% I 6.8% I 1.0% I 1.4% I 
I 47 I 53 I 36 I 29 I 165 
no I 55.8 I 53.4 I 30.3 I 25.5 I 79.7% 
I 28.5% I 32.1% I 21.8% I 17.6% I 
I 67.1% I 79.1% I 94.7% I 90.6% I 
I 22.7% I 25.6% I 17.4% I 14.0% I 
Column 70 67 38 32 207 
Total 33.8% 32.4% 18.4% 15.5% 100% 
Chi-Square Degree of Freedom Significance 
14.51357 3 .0023 
Crosstabulation of: • 
School Cannot Implement Support by Percent of Faculty in 
Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % I 
Total % I <26% I 26-50% I 51-75% I >75% I 
school cannot I 21 I 37 I 15 I 15 I 88 
implement: I 29.2 I 29.6 I 15.7 I 13.5 I 44.9% 
yes I 23.9% I 42.0% I 17.0% I 17.0% I 
I 32.3% I 56.1% I 42.9% I 50.0% I 
I 10.7% I 18.9% I 7.7% I 7.7% I 
I 44 I 29 I 20 I 15 I 108 
no I 35.8 I 36.4 I 19.3 I 16.5 I 55.1% 
I 40.7% I 26.9% I 18.5% I 13.9% I 
I 67.7% I 43.9% I 57.1% I 50.0% I 
I 22.4% I 14.8% I 10.2% I 7.7% I 
Column 65 66 35 30 196 
Total 33.2% 33.7% 17.9% 15.3% 100% 
Chi-Square Degree of Freedom Significance 
7.86351 3 .0489 
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Crosstabulation of: 
No Teaching Assistants Available by Percent of Faculty in 
Practice 
count I 
expected value I 
row % I percent of faculty in practice 
column % I 
Total % I <26% I 26-50% I 51-75% I >75% I 
no teaching I 17 I 31 I 24 I 16 I 88 
assistants: I 29.2 I 29.6 I 15.7 I 13.5 I 44.9% 
yes I 19.3% I 35.2% I 27.3% I 18.2% I 
I 26.2% I 47.0% I 68.6% I 53.3% I 
I 8.7% I 15.8% I 12.2% I 8.2% I 
I 48 I 35 I 11 I 14 I 108 
no I 35.8 I 36.4 I 19.3 I 16.5 I 55.1% 
I 44.4% I 32.4% I 10.2% I 13.0% I 
I 73.8% I 53.0% I 31.4% I 46.7% I 
I 24.5% I 17.9% I 5.6% I 7.1% I 
Column 65 66 35 30 196 
Total 33.2% 33.7% 17.9% 15.3% 100% 
Chi-Square 
18.13698 
Degree of Freedom 
3 
Significance 
.0004 
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MAJOR POINTS REGARDING FACULTY PRACTICE 
1. The Program Is voluntary; there is no penalty for not participating. 
2. Faculty practice is not a criterion for promotion and tenure or merit 
unless the faculty would choose to make It so. 
3. Faculty will choose the clinical agency and practice model. They will 
meet with the Dean to negotiate their teaching load based on the number 
of hours given to the clinical agency. 
4. The major purpose of faculty practice is to enhance the educational and 
scholarly mission of the School of Nursing. 
5. Faculty members already engaged In clinical practice are not required 
to take part in the Faculty Practice Plan. Those who practice 
Independently can continue to do so. 
6. Three models of practice are suggested, although others might be 
developed by the faculty. 
a. A joint practice appointment Is a position in which faculty 
member has responsibility to the School of Nursing for classroom 
and clinical teaching and to the service setting in a staff or 
administrative position. 
b. A consultative-educative appointment Is a position as In type a. 
In which the faculty member provides consultation and education to 
the service agency that might Include consultation on matters 
related to patient care, research activities, education of staff 
or patients. 
c. Practice at the . Health Clinic would Involve 
establishment of a faculty staffed and managed clinic that would 
provide illness and wellness care, health teaching and counseling 
for Individuals and groups. Other clinics established might be 
those at nursing homes or centers for the aged. 
d. Other models of practice might be developed by faculty members. 
7. Reimbursement for faculty practice will be based on a nine month 
appointment and prorated based on the number of hours per month given 
to the practice setting. Service setting may reimburse the School for 
faculty services either by salary paid to the School of Nursing or 
through provision of services of Its staff to the School of Nursing. 
8. Both formative and summatlve evaluation will be undertaken. Summatlve 
evaluation will be done at the end of three years to Identify If the 
objectives have been meet. 
"School of Nursing will have to continue to develop a variety of 
accommodations such as clinical tracks, joint appointments and release time 
for research to insure that the clinical teaching, research and service 
missions are being achieved at the necessary level of rigor. Support 
should be provided to enhance the faculty’s ability to be role models, 
particularly in the areas of risk-taking, decision making, client advocacy, 
accountability and change." 
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I. PROFESSIONAL DEVELOPMENT GUIDELINES 
1. Assumptions: The need for professional 
development guidelines is based upon the following 
assumptions: 
a. Nursing is an applied science. 
b. Nursing is a dynamic discipline advancing in 
knowledge base and technology at a rapid rate. 
2. Enhancement of Professional Development: 
Enhancement of Professional Development within the Division 
of Nursing is made possible by: 
a. Nursing faculty are allowed one day per week 
for professional development. 
b. The Division of Nursing will contribute one 
half of the cost of continuing education if funds 
are available. 
3. Purpose: The purpose of professional 
development guidelines is to assist faculty in maintaining 
competency in their area of expertise and in continuing 
intellectual growth through scholarly activities. The 
guidelines are in the area of scholarship and clinical 
practice. 
4. Mechanics: 
a. At the beginning of each academic year (before 
September 15) each faculty member (full and/or 
part time) will submit in writing proposed 
strategies for professional development to the 
Faculty Affairs Committee. 
b. The proposal will be collected by the two 
faculty members of the Faculty Affairs Committee. 
The proposals will then be submitted to the 
Division chair for review and approval. 
c. At the end of the academic year (before 
September 1) each faculty member will submit in 
writing an evaluation of his/her professional 
development for the previous academic year, to the 
Faculty Affairs Committee. The evaluation will be 
submitted to the Division Chair for review and 
evaluation. 
Clinical Practice: **Faculty will participate in a minimum 
of one of the clinical practice activities (A, B, or C). 
A. Clinical Practice: A minimum of 16 hours per month (144 
hours/year or 18 days). 
B. Presentation of workshop, inservice, consultation 
related to nursing. Each hour of presentation equates to 
three hours (one hour presentation and two hours of 
preparation). Presentations should equate to 144 
hours/year. 
C. National certification or recertification**. 
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The University recognizes that faculty members, be¬ 
cause of their expertise, will have opportunities to pro¬ 
vide consulting and other professional services to out¬ 
side agencies, businesses, individuals, and community 
organizations. Insofar as these activities contribute to 
one's own professional development, enhance the repu¬ 
tation and visibility of the University, and further the 
well-being of the community, they are to be encouraged. 
Nevertheless, faculty members must always be cog¬ 
nizant of the fact that they have a full-time professional 
commitment to the University during the academic 
year. Therefore, employment outside the regular con¬ 
tractual arrangements with the University (including 
paid consultation, private practice, and private research 
contracts) must not interfere with the faculty member’s 
full-time responsibilities of teaching, advising, scholar¬ 
ship and research, and University/community service. 
Furthermore, such employment is considered accept¬ 
able only when (a) it contributes to the professional 
development of the faculty member, and/or (b) it pro¬ 
vides expertise to a socially or technically important 
problem. 
For full-time faculty, outside employment is limited 
to an average of eight hours, or the equivalent of one 
working day, per calendar week during the ten-month 
academic year while the University is in session. In¬ 
cluded in these weekly eight hours is the restriction of 
teaching no more than one course per semester in a 
program other than Valparaiso University. Time spent 
on such outside activities must be in addition to the 
faculty member's full-time commitment to the Univer¬ 
sity. Therefore, activities which require regular hours 
off campus during the normal business day are consid¬ 
ered inappropriate as they would interfere with the 
faculty member's normal presence on campus or availa¬ 
bility for committee meetings, student advising, and so 
forth. When conflict arises between outside employ¬ 
ment and professional responsibilities to the University, 
consideration will be given to another type of association 
with the University. This applies particularly to faculty 
with substantial equity and managerial responsibility 
for the success of a private enterprise. 
Outside employment should generally be consis¬ 
tent with the educational mission of the University and 
should in no way conflict with the University's interest 
and goals. In general, such activities may not make use 
of University facilities and resources unless approval has 
been obtained from the appropriate academic officer or 
compensation is made to the University. In addition, 
those outside activities for which a faculty member re¬ 
ceives compensation must be so designated if they are 
included as part of a faculty member's annual activities 
report or as application materials for promotion and 
tenure. Finally, the name of the University may not be 
used in support of any such paid outside activities, other 
than in the normal identification ofthe faculty member's 
affiliation with the University. 
Any faculty member engaging in outside employ¬ 
ment must inform the Chair of the Department of the 
nature and extent of any current or proposed employ¬ 
ment at the beginning of each academic year (August), 
and any changes in this status must be reported at the 
time of their occurrence. Only those activities which 
conform to the above guidelines may be approved by die 
Chair, and this approval is to be transmitted to the Dean 
ofthe College ofthe faculty member. Any employment 
conditions which fall outside these guidelines must be 
approved by the Dean ofthe College. 
For situations involving unresolved conflict between 
University obligations and outside employment, the 
matter may be referred to the Faculty Concerns Com- 
This Committee shall be available as one avenue 
for negotiation between department chairs or deans and 
faculty members who are in disagreement on matters of 
outside employment and shall be available to advise the 
administration in situations finally requiring decision at 
the administrative level. When the issue impinges upon 
the tenure rights of a faculty member, the Committee on 
Academic Freedom and Tenure should be consulted. 
Section 4. Academic Work Year 
rhe academic work year begins in late August and 
rontinues through late May, approximately nine months 
including several recesses and a vacation period be- 
rween the Fall and Spring semesters. The summer is 
normally a time of re freshmentand professional growth. 
Faculty members on full-time employment may be 
requested to perform certain tasks during the summer 
•vithout special compensation. A member’s unavailabil- 
ty for such a task does not carry a negative connotation. 
ection 5. Teaching Load 
"he teaching load ofa full-time faculty member shall be 
pproximately twenty-four (24) credits per academic 
ear if he or she is engaged in lecture courses. For other 
nrmats of instruction such as laboratories, studios, and 
hysical education activity courses, appropriate equiva- 
rncies arc developed jointly by the administration and 
he department concerned. 
The dean may grant load credit for research activity 
s circumstances warrant. 
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NURSES' PRACTICE GROUP 
BYLAWS 
ARTICLE I 
Purpose and Functions 
SECTION 1. Purpose 
The Nurses' Practice Group (N.P.G) is the School of Nursing mechanism to 
provide for Faculty Practice. Faculty Practice, an integral part of the 
faculty role, is defined as the provision of nursing services by faculty 
members in selected settings. Faculty members will practice such income 
producing activities as consultation, nursing practice, education, and 
administration. 
The purposes of the Nurses' Practice Group are to: 
A. Test and advance the scope of nursing practice. 
B. Demonstrate exemplary levels of nursing expertise. 
C. Contribute to the development of a more responsive health care delivery 
system. 
D. Generate funds to support faculty research, development, and benefits. 
E. Provide learning opportunities for students that are not currently 
available. 
F. Provide role models for future professional nurses. 
SECTION 2. Functions 
The functions of N.P.G. include, but are not limited to the following: 
A. Provide practice arenas to help meet the education, research, and 
service goals of the School of Nursing. 
B. Provide incentives to faculty members to engage in the practice of 
their profession, maintain and improve professional skills, and enhance 
scholarship. 
C. Improve patient care and consultative resources for the benefit of 
consumer health. 
D. Enhance recruitment and retention of qualified faculty members. 
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Guidelines for Sell no I Supported Faculty Prac t i r«—Rosea rcli 
Completion of the following data will help establish a practice and/or 
research component to faculty work effort. These data, to be reviewed with 
your chairperson, are to help document further development of the School's 
conceptual framework and philosophy, through practice-research efforts, and 
to help establish school support for this work effort. 
Agency formats for research proposals may be used. The seven points 
below must be visible in all practice and research proposals regardless of 
the format in which they are written. If any of the seven points are not 
visible in the format used, they can be addressed in a cover memo or 
addendum. 
1. Provide a description of your proposed practice role and/or 
research that illustrates consistency with the school's conceptual 
framework and philosophy. 
2. What are the short terra, intermediate, and long range goals of your 
proposed practice role; or the goals of your research project? 
a. Describe the expected consumer outcomes of this practice. 
3. Describe how you see the outcomes of this practice-research 
supporting the school's goals. 
4. Describe how this practice/research will further the synthesis of 
professional role? facilitate student learning? 
5. Describe plans for self and peer evaluation of this practice 
role/research. 
6. Indicate the amount of time this practice/research will consume 
during the next academic year. Indicate specific days/hours needed 
for the project. Include ideas for future time needs. 
7. Indicate target dates for planned progress reports for joint review 
with your chairperson. 
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FACULTY PRACTICE PLAN 
At the Faculty Meeting on April 24, 1989, the faculty passed the following 
motion: 
“That the faculty of the School of Nursing support the 
right of individual members or a group of faculty to 
develop a faculty practice proposal for themselves and 
to present such a proposal to the Dean for discussion 
and subsequent Implementation if feasible.” 
It was noted that the document, Major Points Regarding Faculty Practice, 
was inherent in the motion (see pages 20.2-20.3). 
This action was the result of a Faculty Practice Task Force which developed 
a comprehensive proposal for faculty consideration. These materials are on 
file in the School of Nursing Administrative Offices. 
180 
BIBLIOGRAPHY 
Algase, D. L. (1986). Faculty pract ice: A means to advance 
the discipline of nursing. Journal of Nursing Education, 
25.(2) , 74-76. 
American Association of Colleges of Nursing. (1979). 
Faculty clinical practice workshop to be held in Texas. 
AACN Newsletter, .5(5), 1. 
Anderson, E., & Pierson P. (1983). An exploratory study of 
faculty practice: Views of those faculty engaged in 
practice who teach in an NLN-accredited baccalaureate 
program. Western Journal of Nursing Research, 2, 
246-251. 
Asher, J. W. (1976). Educational research and evaluation 
methods. Boston: Little, Brown & Company. 
Baly, M. E. (1981). "Florence Nightingale’s influence on 
nursing today". In R. G. Hebert (Ed.), Florence 
Nightingale: Saint, reformer or rebel? (pp. 210-219). 
Malabar, FL: Robert E. Krieger. 
Barber, M. W. (1986). The status of nursing faculty 
clinical practice in the United States. (Doctoral 
dissertation, University of Connecticut). Dissertation 
Abstracts International, 48/01-B, 87. 
Barger, S. E., & Bridges, W. C., Jr. (1987). Nursing 
faculty practice: Institutional and individual 
facilitators and inhibitors. Journal of Professional 
Nursing, 3^, 338-346. 
Bately, M. V. (1983). Structural consideration for the 
social integration of nursing. In K. E. Barnard (Ed.), 
Structure to outcome: Making it work (pp• 1-11). Kansas 
City, MO: American Academy of Nursing. 
Bellinger, K. , Reid, J., Sanders, D. H. ( 1985). Faculty 
practice policy. Journal of Nursing Education, 24(5), 
214-216. 
Bishop, W. J. (1981). "Florence Nightingale’s message for 
today". In R. G. Hebert (Ed.), Florence Nightingale: 
Saint, Reformer or Rebel? (pp. 191-201). Malabar, FL: 
Robert E. Krieger. 
Bridgman, M. (1953). Collegiate education for nursing. New 
York: Russell Sage Foundation. 
Brown, E. L. (1948). Nursing for the Future. New York: 
Russell Sage Foundation. 
181 
Carter, M. A. (1987). Those that can’t practice, teach. 
Journal of Professional Nursing. 3, 131. 
Chater, S. S. (1983). Faculty practice considerations in 
academic health centers’ schools of nursing. In K. E. 
Barnard (Ed.), Structure to outcome: Making it work 
(pp. 59-65). Kansas City, MO: American Academy of 
Nursing. 
Chickadonz, G., Bush, E., Korthuis, K., Utz, S. (1981). 
Mobilizing faculty toward integration of practice into 
faculty roles. Nursing & Health Care, 1_1 ( 10), 548-553. 
Chrisp, D. R. (1977). My instructor really did not know 
what she was doing. RN, 4_0(12), 76. 
Christman, L. (1979). The practitioner-teacher. Nurse 
Educator , 4_( 2 ) , 8-11. 
Christman, L., Diers, D., Fagin, C. M., Fahy, E. T., 
Fisher, L. R., Ford, L. C., Grace, H. K., MacPhail, J., 
Mauksch, I. G., Murphy, M. I., Smith, G. R., & Wilson, 
R. L. (1979). Statement of belief regarding faculty 
practice. Nursing Outlook, 2_7(3), 158. 
Christy, T. E. (1980). Clinical practice as a function of 
nursing education: An historical analysis. Nursing 
Outlook, 28^(8), 493-497. 
Collison, C. R., & Parsons, M.. A. (1980). Is practice a 
viable faculty role? Nursing Outlook, 28, 677-679. 
Committee for the Study of Nursing Education. (1923). 
Nursing and nursing education in the United States. New 
York: Macmillan. 
Committee on the Function of Nursing. (1950). A program 
for the nursing profession. New York: Macmillan. 
Committee on the Grading of Nursing Schools. (1934). 
Nursing schools today and tomorrow. New York: Author. 
Committee on Nursing and Nursing Education. (1983). Nursing 
and nursing education: Public policies and private 
actions. Washington: National Academy. 
Cook, S. S., & Finelli, L. (1988). Faculty practice: A new 
perspective on academic competence. Journal of 
Professional Nursing, £, 23-29. 
Courtney, R. (1987). Community practice: Nursing influence 
on policy formulation. Nursing Outlook, .35(4) , 170-173. 
182 
Curran, C. & Riley, D. (1984). Faculty practice plans: 
Will they work for nurses? Nursing Economics, 2.(5), 
319-324. 
Curtis, M. (1980). Evaluating the clinical performance of 
faculty: Fact or fantasy? In Cognitive dissonance: 
Interpreting and implementing faculty practice roles in 
nursing education (pp. 27-32). New York: National League 
for Nursing, #15-1831. 
Dewey, J. (1915). Experience and thinking and Thinking in 
education. In J. A. Boydston (Ed.), John Dewey: The 
middle works 1899-1924: Vol. 9. 1916 (pp. 146-170). 
Carbondale: Southern Illinois University Press. 
Dewey, J. (1938). Experience and education. New York: 
Macmillan. 
Dickens, M. R. (1983). Faculty practice and social 
support. Nursing Leadership. .6(4), 121-128. 
Diers, D. (1980). Faculty practice: Models, methods and 
madness. In Cognitive dissonance: Interpreting and 
implementing faculty practice roles in nursing education 
(pp. 7-15). New York: National League for Nursing 
#15-1831. 
Dietz, L. D. (1963). History and modern nursing. 
Philadelphia: F. A. Davis. 
• 
Dolan, J. (1963). Goodnow's history of nursing. 
Philadelphia: W. B. Saunders. 
Durand, B. A. (1985). Defining faculty practice: A look at 
theory-practice relationships. In K. Barnard & G. Smith 
(Eds.), Faculty practice in action: Second annual 
symposium on nursing faculty practice (pp. 38-43). 
Kansas City, Mo: American Academy of Nursing. 
Fagin, C. M. (1987). Faculty practice in clinical 
specialities. Nursing Outlook, 35^(4), 167-169. 
Fagin, C. M. (1986). Institutionalizing faculty practice. 
Nursing Outlook, 34_( 3 ) , 140-144. 
Fagin, C. M. (1983). Institutionalizing practice: 
Historical and future perspectives. In K. E. Barnard & 
G. R. Smith (Eds.), Faculty practice in action: Second 
annual symposium on nursing faculty practice (pp. 1-16). 
Kansas City, MO: American Academy of Nursing. 
183 
Fagin, C. M. (1981). Nursing education. In T. Keenan, L. 
Aiken, & L. E. Cluff (Eds.), Nurses and doctors: Their 
education and practice (pp. 41-46). Cambridge: 
Oelgeschlager, Gunn, & Haini. 
Fasano, N. (1981). Joint appointments: Challenge for 
nursing. Nursing Forum. 20^( 1 ), 72-85. 
Florence Nightingale International Foundation. (1958). 
Basic nursing education. London: The International 
Council of Nurses. 
Ford, L. C. & Kitzman, H. J. (1983). Organizational 
perspectives on faculty practice: Issues and challenges. 
In K. E. Barnard (Ed.), Structure to outcome: Making it 
work (pp. 13-29). Kansas City, MO: American Academy of 
Nursing. 
Ford, L. C. (1981). The University of Rochester model. In 
T. Keenan, L. Aiken, & L. E. Cluff (Eds.), Nurses and 
doctors, their education and practice (pp. 69-83). 
Cambridge: Oelgeschlager, Gunn, & Haini. 
Frazer, J. (1980). Future persectives for faculty 
practice - Credibility, visibility, accountability. In 
Cognitive dissonance: Interpreting and implementing 
faculty practice roles in nursing education (pp. 43-48). 
New York: National League for Nursing, #15-1831. 
Gelinas, A. (1946). Nursing and nursing education. New 
York: The Commonwealth Fund. 
Gilson-Parkevich, T. (1983). Stepchildren in the family: 
Aiming toward synergy between nursing education and 
service - from the nursing service perspective. In K. E. 
Barnard (Ed.), Structure to outcome: Making it work (pp. 
31-41). Kansas City, MO: American Academy of Nursing. 
Goostray, S. (1940). Fifty years of the school of nursing: 
The Children*s Hospital book. Boston: The Alumni 
Association. 
Harrington, H. (1980). The nurse educator’s dilemma. In L. 
Machan (Ed.), The practitioner-teacher role: Practice 
what you teach (pp. 55-59). Massachusetts: Nursing 
Resources. 
Hicks, B. & Westphal, M. (1977). Interaction of clinical 
and academic nursing at the hospital clinical level. 
Journal of Nursing Education, 1_6(4), 6-9. 
Holm, K. (1981). Faculty practice - Noble intentions gone 
awry? Nursing Outlook, 29, 655-657. 
184 
House, J. S. (1980). Work stress and social support.. 
Reading, MA: Addison-Wesley. 
Isler, C. (1981). "Florence Nightingale: Rebel with a 
cause . In R. G. Hebert (ed.), Florence Nightingale: 
Saint, reformer, or rebel? (pp. 176-187). Malabar, FL: 
Robert E. Krieger. 
Jezek, J. (1980). Economic realities of faculty practice. 
In Cognitive dissonance: Interpreting and implementing 
faculty practice roles in nursing education (pp. 37-41). 
New York: National League for Nursing, #15-1831. 
Joel, L. A. (1985). The Rutgers experience: One perspective 
on service-education collaboration. Nursing Outlook, 
M(5), 220-224. 
Joel, L. A. (1983). Stepchildren in the family: Aiming 
toward synergy between nursing education and service - 
from the faculty perspective. In K. E. Barnard (Ed.), 
Structure to outcome: Making it work (pp. 43-57). Kansas 
City, MO: American Academy of Nursing. 
Jones, R. H. (1973). Methods and techniques of educational 
research. Danville, IL: The Interstate. 
Kemp, B., Pillitteri, A., & Brown, P. (1989). Fundamentals 
of nursing: A framework for practice. Glenview, IL: 
Scott, Foresman and Company. 
Kent, N. A. (1980). Evaluating the practice component for 
faculty rank and tenure. In Cognitive dissonance: 
interpreting and implementing faculty practice roles in 
nursing education (pp. 21-26). New York: National League 
for Nursing, #15-1831. 
Kerlinger, F. N. (1973). Foundations of behavioral 
research. New York: Holt, Rinehart, and Winston. 
Kramer, M., Polifroni, C. E., & Organek, N. (1986). Effects 
of faculty practice on student learning outcomes. 
Journal of Professional Nursing, 2, 289-301. 
Kruger, S., & Washburn, J. (1987). Tenure and promotion: An 
update on university nursing faculty. Journal of Nursing 
Education, 2^(5), 182-188. 
Kuzma, J. W. (1984). Basic statistics for the health 
sciences. Palo Alto, CA: Mayfield. 
Kuhn, J. K. (1982). An experience with a joint appointment. 
American Journal of Nursing, 8j2( 10), 1570-1571. 
185 
Lambert, C. E., & Lambert, V. A. (1988a). A review and 
synthesis of the research on role conflict and its 
impact on nurses involved in faculty practice programs. 
Journal of Nursing Education, 27_(2), 54-60. 
Lambert, C. E., & Lambert. V. A. (1988b). Faculty practice 
Unifier of nursing education and nursing service?. 
Journal of Professional Nursing, 4_, 345-355. 
Langford, T. L. (1987). The politics of faculty practice: 
The dean’s role. Nursing Outlook, 3j[(4), 178-181. 
Lin, N., Simeone, R. L., Ensel, W. M., & Kuo, W. (1979). 
Social support, stressful life events and illness: A 
model and an empirical test. Journal of Health and 
Social Behavior, 20, 108-119. 
MacPhail, J. (1983). Collaboration/unification models for 
nursing education and nursing service. In N. L. Chaska 
(Ed.), The nursing profession: A time to speak (pp. 639 
649). New York: McGraw-Hill. 
MacPhail, J. (1980). Promoting collaboration/unification 
models for nursing education and service. In Cognitive 
dissonance: Interpreting and implementing faculty 
practice roles in nursing education (pp 33-36). New 
York: National League for Nursing, #15-1831. 
Mauksch, I. (1980). Faculty practice: A professional 
imperative. Nursing Educator, May-June, 21-24. 
Maurin, J. T. (1986). An exploratory study of schools of 
nursing that assume patient care responsibilities. 
Journal of Professional Nursing, 2^, 358-364. 
McClure, M. L. (1987). Faculty practice: New definitions, 
new opportunities. Nursing Outlook, 3_5 ( 4 ) , 162-166. 
Messmer, P. R. (1989). Academic tenure in schools of 
nursing. Journal of Professional Nursing, 5_, 39-48. 
Miller, J. F. (1980). A practitioner/teacher role for 
graduate program faculty. In L. Machan (Ed.), The 
practitioner/teacher role: Practice what you teach 
(pp. 27-48). Massachusetts: Nursing Resources. 
Millonig, V. L. (1986). Faculty practice: A view of its 
development, current beliefs, and barriers. Journal_of_ 
Professional Nursing, 2_, 166-172. 
Mundinger, M. O. (1988). Three-dimensional nursing: New 
partnerships between service and education. Journal_of 
Professional Nursing, 4_, 10-16. 
186 
Munroe, D. J., Sullivan, T. J., Lee, E. J., & Sarter, B. 
(1987). Establishing an environment for faculty 
practice: The primary affiliation. Journal of Nursing 
Education , 2J3 ( 7 ) , 297-299. 
National League for Nursing. (1990). State-approved schools 
of nursins R. N. 1990. New York: The League. 
National League of Nursing Education. (1942). Essentials of 
a good school of nursing. New York: The League. 
Nutting, M. A. (1926). A sound economic basis for schools 
of nursing. New York: G. P. Putnam’s Sons. 
O’Shea H. S. (1986). Faculty workload: Myths and realities. 
Journal of Nursing Education, 2J[( 1 ) , 20-25. 
Panicucci, C. L. (1986). Faculty development: Myth or 
reality. In J. A. Williamson (Ed.), Current perspectives 
in nursing education: The changing scene (pp. 46-53). 
St. Louis: C. V. Mosby. 
Parascenzo, L. K. (1983). Nursing faculty clinical 
practice: Myth or reality? (Doctoral dissertation, 
University of Pittsburgh). Dissertation Abstracts 
International, 45/02-A, 420. 
Porter, L., Counts, M., & Borgman, M. (1985). The faculty 
work plan and appraisal: Its potential for faculty role 
development. Journal of Nursing Education, 2_4(7 ), 270- 
273. 
Parsons, M. A., & Felton, G. (1987). Practice: A sanctioned 
faculty role. Journal of Nursing Education, 26(3), 
123-125. 
Rodgers, M. W & Peake-Godin, H. (1988). Implementing 
faculty practice in an atmosphere of retrenchment. 
Journal of Nursing Education, 2^7(2), 87-88. 
Rogers, M. E. (1985). Nursing education: Preparing for the 
future. In Patterns in education: The unfolding of 
nursing (pp.11-14). New York: National League for 
Nursing, #15-1974. 
Rummel, J. F. (1964). An introduction to research 
procedures in education. New York: Harper & Row. 
Saylor, A. A. (1983). Guidelines for faculty workload. 
American Journal of Nursing, 22, 207-210. 
Schlotfeldt, R. (1990). In Sigma Theta Tau International 
Reflections , 1_6_( 2 ) , 11. 
187 
Selby, T. (1990, July/August). Nursing care goes high tech. 
The American Nurse, pp. 1, 21. 
Sovie, M. (1981a). Unifying education and practice: One 
medical center’s design: Part I. Journal of Nursing 
Administration, 11(1), 41-49. 
Sovie. M. (1981b). Unifying education and practice: One 
medical center’s design: Part 2. Journal of Nursing 
Administration , 1J^( 2 ) , 30-32. 
Sowell, E. J., Casey, R. J. (1982). Analyzing educational 
research. Bellmont, CA: Wadsworth. 
Spero, J. (1980). Faculty practice as one component of the 
faculty role. In Cognitive dissonance : Interpreting and 
implementing faculty practice roles in nursing education 
(pp. 1-6). New York: National League for Nursing, #15- 
1831. 
Sprinthall, R. C. (1987). Basic statistical analysis. New 
Jersey: Prentice-Hall. 
Thompson, J. D. (1981). "The passionate humanist: From 
Nightingale to the new nurse". In R. G. Hebert (Ed.), 
Florence Nightingale: Saint, reformer or rebel? Malabar, 
FL: Robert E. Krieger. 
Wakefield-Fisher, M. (1983). The issue: Faculty practice. 
Journal of Nursing Education, 2^(5), 207-210. 
Wandelt, M. A. (1970). Guide for the beginning researcher. 
New York: Appleton-Century-Crofts. 
Williamson, J. A. (1980). Faculty practice in a nursing 
center: An integrated model. In Cognitive dissonance: 
Interpreting and implementing faculty practice roles in 
nursing education (pp. 17-20). New York: National League 
for Nursing, #15-1831. 
188 

